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New (2d) Edition 


THOMPSON ON SYPHILIS 


IR WILLIAM OSLER aptly said: ‘‘Know syphilis in all !ts manifestations and relations and all other things clinical 
shall be added unto you.’’ This all important knowledge is fully contained in Dr. Thompson’s book and presented in a prac- 
tical manner. A considerable portion of the work is devoted to diagnosis and treatment. The chapter on laboratory diagnosis is 
made especially full since the necessity of laboratory aid is more evident for the successful treatment of syphilis than for any cther 
disease. Tllustrations, to a large extent, are from photographs taken by the author. 

Since the appearance of the first edition the author has been particularly impressed with the importance of Visceral Syphilis. 
Consequently, after carefully reviewing the literature he has pragtically rewritten the sections dealing with it. Through the courtesy 
of Dr. Udo J. Wile, his valuable lectures on Visceral] Syphilis, also ‘ave been incorporated. All new material of importance has 
been added and certain sections, for example that on Syphilodermata, have been amplified. The author emphasizes the practical 
clinical aspects of the subjects under discussion. Only those methods of diagnosis and treatment which have proved to be useful 
and efficent are included 

By LOYD THOMPSON, M. D., Physician to the Syphilis Clinic, Government Free Bath House; Visiting Urologist to St. 
Joseph’s Hospital: Consulting Pathologist to the Leo N. Levy Memorial Hospital, Hot Springs, Arkansas; Lieutenant-Colonel, Medical 
Cc U. S. Army 


ete 
Octavo, 486 pages, with $1 engravings and 7 colored plates. Cloth, $7.00, net. 


New (2d) Edition 


The SYSTEMATIC TREATMENT of GONORRHEA IN THE MALE 


This thoroughly practical hand-book is an outcome of Great Britain’s intensive campaign against Venereal Disease during the 
War. The establishment of great Treatment Centers afforded unrivalled opportunities for the close observation and recording of 
thousands of cases, and the careful checking of the results of various methods of treatment. The therapeutic measures described 
in this book are those which were found to be most valuable, and to vive the best resuJts in actual practice. 

Within the past two years much attention has been drawn to Venereal Diseases, and methods of diagnosis have been improved by 
the introduction of valuable media for the cultivation of the gonocorcus, and the complement-fixation test, though still in the experi- 
mental stage, seems likely to become a reliable guide in diagnosis and treatment. 

In confirmation of the author’s work, vaccines have come to be widely used in the acute stage of gonorrhea and detoxicated 
vaccines are ou thetfr trial. The present edition includes the most recent developments in examination and treatment and it is 
hoped that it will prove of use not only to those called upon to assist in the numerous centers now established, but also to students 
completing a course in clinical instruction. 

By NORMAN LUMB. O. B. E., Late R. A. M. C. Specialist in Venereal Diseases and Officer in Charge of Division, 39 and 
51 General Hospitals, B. FE. F., Clinical Assistant, St. Peter’s Hospital for Stone, ]2mo, 123 pages. Cloth, $1.75, net. 
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D..APPLETON & COMPANY 


Announce the publication of 


THE NEW NINTH REVISED EDITION 
of 


OSLER’S PRINCIPLES and 
PRACTICE of MEDICINE 


FULLY REVISED—COMPLETELY RESET 


Before his death Sir William Osler had completed the manu- 
script for this revision and the manuscript was brought from 
England by Dr. Thomas McCrae, who has been associated with 
Dr. Osler in all recent revisions of the work. 


SPECIAL EDITION CONTAINING PHOTOGRAVURE 
PORTRAIT 


The demand for this new edition, with portrait, has been so 
great that the publishers have been obliged to double their first 
printing orders. If you desire a copy of this edition, both for 
its practical value and as a memorial to Dr. Osler, you are 
urged to mail your order today. 


This is an Appleton Book 


US THIS CONVENIENT ORDER FORM 


D. APPLETON & COMPANY, 
35 West 32nd St., New York. 


Please send me a copy of the new Nint 
Edition, with portrait, of Osler’s Practice ° 
of Medicine, for which I enclose $7.50 (or 


charge to my account). S. M. J. 10-20 
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LIPPINCOTT’S NEWEST BOOKS 


ANSPACH—A New Gynecology 


There seems to be a distinct place for the textbook presenting the subject in a systematic form, giving all the necessary 
information, and omitting such details as are not immediately required for practical purposes. In this work the subject is so 
presented so as to provide the student with the whole necessary information, and to act as a ready guide to the accurate diag- 
nosis and the successful treatment of the gnecologic conditions. 

The work gives a description of the normal structures and of the normal functions, and a review of the causes that 
produce the abnormal; a summary of the manifestations of the abnormal and of the methods of treatment. 

In addition to affections of the generative organs proper, such diseases of the intestinal and urinary tract as are most 
frequently encountered in women have been considered. Static backache, sacro-iliac sprain, toxic arthritis. 

The work is most beautifully and elaborately illustrated and the original drawings are by leading artists. It is written 
by Brooke M. Anspach, M.D., Associate in Gynecology, University of Pennsylvania. Cloth, $9.00. 


SHEARS-WILLIAMS—A Different Obstetrics 


The strongly individualistic teachings of Dr. Shears have been allowed to remain unchanged in this third edition of his 
celebrated practical work. 

Changes will be found in, and new material added to, the subject matter of Metabolism of Pregnancy, Syphilis in Preg- 
nancy, Toxaemias of Pregnancy, Anacsthesia in Labor, Blood-pressure in Pregnancy, and Caesarean Section. New illustra- 
tions have been added, including three colored plates. 

Three large editions have been required in three and a half years because of the entirely different original successful 
and practical method of handling the subject and because Shears gives you the things you generally are unable to find—little 
bedside hints—-the reasons “why” founded on long experience—the right and the wrong way to use your hands, your instru- 
ments, your every act is shown, described in pictures. It is written by George P. Shears, Professor of Obstetrics at The New 
York Polyclinic Medical School and Hospital, and by Philip F. Williams, Instructor in Obstetrics, Graduate School of Medi- 
cine, University of Pennsylvania. 419 iliustrations—$8.00. ; 


WHITE-MARTIN-—A Standard G. U. 


For the past twenty-three years this work has becn used by teachers, students and practitioners wherever the English 
language is known. The current edition is brought completely up-to-date. Advantage has been taken of the opportunity to 
introduce new illustrations, to add a section on the prophylaxis of venereal disease, to so modify certain sections as to make 
them more complete or more specific, and to revise the index. 

The 12th edition is by Edward Martin, Commissioner of Health, Commonwealth cf Pennsylvania; Benjamin A. Thomas, 
Professor of Urology in the Graduate School of The Uriversity of Pennsylvania, and Stirling W. Moorehead, Surgeon to The 
Howard Hospital, Philadelphia. 424 engravings, 21 colored plates. Colth, $8.50. 


SHARPE-—Brain Injuries 


—With and without a Fracture of the Skull—their diagnosis and treatment. This is a report of the largest number of per- 
sonal cases of brain injuries ever recorded—over 1.000 pacients. 

The expectant palliative method of treatment is sufficient for two-thirds of these patients, whereas the operative treat- 
ment is necessary in only one-third. The average mortality cf 50% has been reduced to 27% in this series of all cases with 
or without operation and each patient has been followed from the time of injury to his present condition or death and post- 
mortem. The findings are recorded and errors of diagnosis and of treatment are thus disclosed and fully discussed. 

The technique of the operation of subtemporal decompression and drainage is described in detail and fully illustrated. 

Diagnosis and treatment of acute and chronic brain injuries of newborn babies is given in detail in over 100 cases. 

: Drawings, photographs, moving pictures in a number of 232, illustrate this work of 757 pages. Cloth, $8.00. It is 
written by William Sharpe, Professor of Neurologic Surgery, New York Polyclinic Medical School and Hospital. 


BUCKLEY—Psychobiological Medicine 


Is a guide to the study of mental disorders for students and practitioners. As the domain of general medicine has become 
considerably broadened and many of the newer facts have: been brought to light through the channels of Biology, and as the 
field of ‘traditional General Physiology” has become more or less fully occupied by Experimental Biology, so the mode of 
approach to the problems of Psychiatry has been following similar trends. 

__ We have come to consider the group of mental disorders which belong to the class of recoverable psychoses not prima- 
rily as mental diseases, but as reflections of some bodily disorder. 

The reactions of the patient as a whole individual form the subject underlying every problem in psychiatry. In this work, 
such has been arranged for the general practitioner in a concise form, yet embracing a sufficient number of biological and 
psychological data to indicate the course which this viewpoint requires him to follow. 


It is written by Albert C. Buckley, Associate Professor of Psychiatry, Graduate School of Medicine, University of Penn- 
sylvania. Illustrated—$7.00. 


HESS—Scurvy 


Interest in scurvy has been stimulated in the last few years as the result of a new and broader conception of nutrition. 
It has come to be realized that that in addition to the substances heretofore recognized as of essential importance in the 
dietary. There is another group termed ‘“‘vitamines,” “accessory food factors” or “food hormones,” which must be included 
in order to render the diet complete and adequate. At the same time we have begun to appreciate the existence of a group 


of nutritional disorders which depend largely on a deficiency of these illusive vitamines. Due to this association, Scurvy 
has acquired a fresh and broader significance. 


It is written by Alfred F. Hess, New York. 275 octavonal pages, illustrated, cloth, $4.00. 


J. B. LIPPINCOTT COMPANY 


LONDON: Since 1875 PHILADELPHIA: Since 1792 MONTREAL: Since 1897 
16 John St., Adelphi W. C. 2 East Washington Square Unity Building 
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PRACTICE MEDICINE 


Announcement 


After November 1st the in- 
troductory price of Tice’s 
Practice of Medicine will 
be increased. Sometime 
you will order Tice. . 

Why not now and save 
twenty-five dollars! 


W. F. PRIOR COMPANY, Inc. 


Publishers 
HAGERSTOWN, MARYLAND 


a 
ary 
$0 
ag- 
hat 
ost 
en 1 
| 
is 
2 
| 
| 
a 
j 
| 
a 
| 


SOUTHERN 


MEDICAL JOURNAL 


October 1920 


Each lot is tested 


(1) At our Laboratory 
(2) By the U.S.P.H. 3. Wash., De C.,and Guaranteed Minimum Sulphur Con- 
(3) Clinically—the VITAL tes tent, 


“MAKE ASSURANCE DOUBLY SURE” 
BY USING THE BEST 


If your dealer cannot supply these supe- 
rior products, write us direct. 
tailer’s name will be much appreciated. burns, carbuncles, 


THE CLINICAL TEST IS THE 
VITAL TEST 


As applied to = Arsphenamine prod- 


ARSAMINOL 
NEOARSAMINOL 


vines 


AND 


HIRATHIOL 


Sulphoichthyolicum, 


Accepted +f the Council on P. & C. 
of the A.M.A. 

Indications: 

Internally (Liquid)—Cutaneous dis- 
eases, gout, scrofula, nephritis, 
gonorrhea, etc. 

Your re- Externally (Ointment)—Erysipelas, 


Gentlemen— 


erature, quotations 
and samples. 


Kindly send me lit- 


HOME OFFICE AND WORKS 
CLIFTON, N.J 
CABLE ADDRESS: 

“JoKICHI"’, NEW YORY 


rheumatism, 
peritonitis, etc. 


Chemisty 


TAKAMINE BLDG. 
12 DUTCH STREET 
NEW YORK 


Sutton’s 


(3rd revised and enlarged edition) 


Diseases of the Skin 


By RICHARD L. SUTTON, M.D., Professor of Diseases of the Skin, University of Kansas School of 
Medicine; Former Chairman of the Dermatological Section of the American Medical Association; As- 
sistant Surgeon, United States Navy, Retired; Dermatologist to the Christian Church Hospital, Kansas 


City, Mo. 


1084 pages, 6% x 10 inches, with 910 illustrations and 11 full-page _ in colors. 
Third revised and enlarged edition. Price, silk cloth, $8.50 


The Peer of Any Book on Dermatology in Any Language 


Archives of Dermatology 
and Syphilology: 


“In this third edition Sutton has succeeded in 
presenting an eminently complete reference book 
on dermatology and syphilology. The complete- 
ness of the work is reflected in several ways; 
practically all recognized dermatoses are dis- 
cussed—some briefly, others at length—accord- 
ing to their relative importance and frequency. 
The author has evidently spared no effort to pre- 
sent a thorough and eminently authoritative 
book, destined to be of great value not only to 
the student and practitioner, but also to the re- 
search worker and writer.”’ 


a2 This book must be seen to be appreciated. 
Don’t bother about writing, just tear off attached 
coupon, sign, and mail—but do it NOW before 
you lay aside this journal. 


C. V. MOSBY COMPANY 


801-809 Metropolitan Building 
ST. LOUIS - - - 


U.S.A. 


British Journal of 
Dermatology: 


“Dr. Sutton’s book is so well known and appre- 
ciated that nothing is wanting to recommend 
this new edition to those familiar with the 
earlier works. The illustrations are so numerous 
as to entitle the work to be classified as an atlas 
of skin diseases; in fact, there are few atlases 
which contain so complete a pictorial record of 
the whole field of dermatology. The author and 
publishers are to be congratulated not only on 
having secured such a large collection but on the 
excellence of their reproduction.”’ 


Cc. V. MOSBY CO., S.M.J. 
St. Louis. 


Send me 8rd edition of Sutton’s ‘Diseases of the 
Skin,’”’ for which I enclose $8.50, or you may 
charge to my account. 
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The Sanborn 
BENEDICT METABOLISM 
APPARATUS 


has placed determination of basal 
metabolism on a practical clinical 
basis. 


Accurate results without arduous 
technical gas analysis. 


Essential in diagnosis of hyper- and 
hypothyroidism, goiter and other dis- 
eases of the glands of internal secre- 


tion. 
A FEW OF THE USERS 


Dr. C. W. Dowden, Louisville. 
University of Louisville. 

St. Luke’s Hospital, Richmond. 
Dr. A. M. Willis, Richmond. 
Dr. D. VanderHoof, Richmond. 
New Charlotte Sanitorium. 

Dr. W. L. Dunn, Asheville. 

Dr. E. W. Bitzer, Tampa. 

Dr. J. E. Paullin, Atlanta. 

The Roberts Clinic, Atlanta. 

Dr. J. S. McLester, Birmingham. 
Dr. H. P. Jones, New Orleans. 
Dr. A. Henriques, New Orleans. 


Booklet A, giving description of Ap- 
paratus, sent free upon request. 


Sanborn 
BLOOD PRESSURE 
OUTFIT 


THE HARD-TO-HURT GAGE 


Guaranteed the equal in accuracy, 
durability, workmanship and service 
of any $25 outfit on the market. 


PRICE—$17.50 


Selling direct to physicians makes 
possible the lower price. 


Systolic, diastolic and pulse pres- 
sures accurately and quickly taken. 


Full guarantee certificate with 
every instrument. 

Sent upon request for free trial in 
your practice. No advance payment 
asked. Your name and address on 
your business stationery will bring 
the outfit postpaid. 


Sanborn Instruments will be shown and demonstrated at the 
Convention of the Southern Medical Association, 
Louisville, November 15-18 


SANBORN COMPANY 


Makers of 1048 Commonwealth 
ege venue 
tific Instruments BOSTON 47, MASS. 
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Effective Creosote Medication 


ALCREOSE jis a combination of cal- 
cium and pure beechwood creosote, 
approximately equal parts of each. It has 
full creosote effect, aids indigestion, im- 
proves nutrition and does not have any BROWN Conte 
Mewenne i untoward effect on the stomach. By pre- TABLETS 
@lcreose ry scribing CALCREOSE, effective and con- 
| MA tinuous creosote medication is possible and 

3 better nutrition is obtained. 


Write for further details and samples. | 


Tit THE MALTBIE CHEMICAL COMPANY 
id Newark, N. J. 


Arsenic and Mercury are Indispensable in the Treatment of Syphilis. 
We recommend 


SALVARSAN or NOESALVARSAN 


(Arsphenamine-Metz) (Neoarsphenamine-Metz) 


powerful and easily administered spirochetecides which are as efficacious 
as the imported products, 


and 


BICHLORIDOL or SALICIDOL 


(Mercury Bichloride) (Mercury Salicylate) 


put up in COLLAPSULES, (compressible ampules) which insure absolute 
accuracy of dosage with absence of pain after intramuscular injection. 


This combination of anti-luetics has no superior in the therapeutic 
field. Literature upon application to 


H. A. METZ LABORATORIES, Inc., 
122 HUDSON STREET, 
NEW YORK. 
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From the Frying Pan 
Into the Consulting Room 


T IS becoming increasingly 
manifest that improperly se- 


lected food, and improperly 
cooked food may be the specific 
causes of all sorts of under- 
oxydation disorders—such as 
nephritis, diabetes, rheumatism, 
blood pressure changes, indiges- 
tion, malnutrition and anemia. 

Professor William H. Porter, 
in his new book, “Eating To Live 
Long,” in discussing the question 
of what bad food does to good 
health: says: 

“Animal fats have a low burn- 
ing point. If used at a temper- 
ature that would adequately cook 
the meat, fish, or other food, they 
proclaim to the entire neighbor- 
hood just what the family is go- 
ing to have for dinner—to say 
nothing of the fact that the meat 
being prepared is rendered al- 
most indigestible by its pro- 
tracted seance in the frying pan. 

“If broiling is not practicable, 
it is possible, through the use of 
corn oil—or some oil capable of 
_ being heated to 600° or more be- 
fore the burning point is reached 


MAZOLA IS SOLD BY ALL GROCERS EVERYWHERE 


to greatly help in taking the teeth 
out of the frying pan, and at the 
same time serve to make the food 
more palatable and digestible.” 


Mazola is used now by more 
than seven million housewives in 
all cooking, baking, frying and 
sauteing—and also as a pure 
salad oil, quite as good, in the 
opinion of many connoisseurs, as 
the very finest imported Italian 
Olive Oil. 

Suggest to your patients, Doc- 
tor, that they try Mazola while 
they are under your care, and see 
what a difference it will make in 
them. 


CORN PRODUCTS REFINING COMPANY 
17 Batiery Place, New York City 
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RADIUM 


STANDARD CHEMICAL CO. 


OMBINE the use of Radium and X-Rays in the treatment of malignant dis- 
ease. Radium for the concentrated effect, X-Ray for diffuse. 


Complete installations of latest apparatus for the collection, purification, tubing 
and measurement of Radium Emanation. 

Departments of Physics and Medicine for instruction in the physics and thera- 
peutic application of Radium. 

Sold with U. S. Bureau of Standards Certificate. 

Information as to dosage, technic and equipment upon request. 


RADIUM CHEMICAL CO. 


PITTSBURGH, PA. 


BOSTON CHICAGO SAN FRANCISCO 
Little Bldg. Marshall Field Annex Bldg. Flood Bldg. 


Astor Trust Bldg—NEW YORK—Fifth Ave. & 42 St. 


NOW ENTIRELY AMERICAN 


MADE BY THE ORIGINAL PROCESSES 


Sajodin Adalin 


PALATABLE and EFFICIENT THE SAFE and DEPENDABLE 
IODIN MEDICATION HYPNOTIC and SEDATIVE 


Especially for Prolonged Use For Treatment of the Common Forms 
as in 0 
Arteriosclerosis Insomnia 
and: when Iodides disagree and for Nervousness 


VERONAL and VERONAL-SODIUM 


The Well-Known Hypnotics 


SOLD EXCLUSIVELY BY 


WINTHROP CHEMICAL COMPANY, Inc. 


189-191 FRANKLIN STREET NEW YORK, N. Y. 
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THE GRAPE OLA 
HY- BALL 


Just Add Water 
4to5 Parts Water 

<———— | Part Grape Ola Concentrate 
Shake or Stir Briskly 


Healthful for Hospital or Home 


Grape Ola beverages are ideal for the ill and convalescent. 
Physicians are recommending them without the slightest 
hesitancy. Their effect is as beneficial as their taste is 
pleasing. 

Grape Ola Concentrate has a pure fruit flavor. Its purity is 
vouched for by food experts. Its economy makes it a luxury 
of a rich home within the reach of all. 

The Grape Ola Hy-ball is the most popular of the Grape 
Ola beverages. It is easier to make than lemonade. You just 
add four or five parts of water to Grape Ola Concentrate. No 
sugar is required. A dash of lemon juice sharpens the taste. 

You do not drink Grape Ola Concentrate itself. The right 
proportion of water gives the right taste. 

A sample of Grape Ola Concentrate, sufficient to make seven 
or eight Grape Ola Fiy-balls, will be mailed to any physician, resi- 
dent doctor, superintendent, steward, or nurse of any hospital or 
sanitarium, upon receipt of twenty-five cents to cover mailing cost. 


GRAPE OLA PRODUCTS CORPORATION 
12 West 22nd Street New York, N. Y. 


1 QUART makes 30 Glasses 
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TUBULAR APPLICATORS 
NEEDLE APPLICATORS 
FLAT APPLICATORS 


and 


APPLICATORS 
of SPECIAL DESIGN 


COMPLETE INSTALLATIONS 
of 
EMANATION APPARATUS 


SOLD ON BASIS OF 
| U. S. BUREAU OF STANDARDS 
| CERTIFICATE 


CORRESPONDENCE INVITED BY OUR 
PHYSICAL, CHEMICAL 
and MEDICAL DEPT’S 


THE 
RADIUM COMPANY 
OF COLORADO, Inc. 


MAIN OFFICE and REDUCTION WORKS 
DENVER, COLO., U.S. A. 


BRANCH OFFICES 
30 UNION 55 CHANCERY | 
SQUARE LANE 


NEW YORK LONDON 


ANNOUNCEMENT 


of an important charge in our cor- 
porate name 


Formerly called 


“The Hollister-Wilson 


Laboratories” 


THE WILSON LABORATORIES 


The resources, initiative and ideals of WILSON 
& CO., have animated this organization from its 
inception, and we feel that the medical profes- 
sion and drug trade will prefer a name which 
very definitely establishes this connection. 


Under this new designation our relationship is 
apparent, and we will not be under the neces- 
sity of explaining either through direct corres- 
pondence or by our representatives and detail 
men, the fact that we are an integral part of 
WILSON & CO. 


“Thid mark 


The WILSON & CO. trade-mark has a definite 
protective value on food products. It has an 
equal significance on the Animal Derivatives 
used in medicine and surgery. 


Our Laboratories are modern in 
every detail. The building has a 
boulevard location and was de- 
signed to give the maximum ad- 
vantages for conducting this line of 
manufacture. 


We have installed the most modern 
equipment for handling organic 
products, with special attention to 
essential details of temperature 
control and preservation. 


Every step in the production of 
preparations bearing our label is 
directly in the hands of technical 
experts. 


Our scientific staff is recruited from 
men of achievement and established 
reputation in the field of biofield 
chemistry. 
The ‘Red W” on medical aud sur- 
gical supplies carries with it the 
same guarantee of quality and sat- 
isfaction that it gives on Wilson 
food products. It is the mark of 
definite value and purity. 
We are in a position, therefore, to offer the med- 
ical profession the assurance that specification 
on our Animal Derivatives will ensure the best 
— available in this important Therapeutic 
eld. 


THE WILSON LABORATORIES 


4221-23-25 So. Western Boulevard, Chicago, III. 


Formerly 


THE HOLLISTER- WILSON 
- LABORATORIES 
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ON 


THE HANDS YOUR HANDS 
SOFTano WHITE anp YOUR PATIENTS 


POWDIER 


HIS soap contains no caustic alkalies, and hence does not irritate the skin 
nor injure fabrics nor rubber. It is neutral, and therefore non- 
irritating. It is thoroughly cleansing and sterilizes at the same time. 


The germicidal agent carried in this soap, is many times more powerful 
than phenol or bichloride. 

Chlorazene Soap Powder is best for cleansing the hands and site of operation, 
against the transmission of infection. Makes an excellent antiseptic wash and 
douche. Small instruments and utensils may be disinfected with it. Excellent 
also for enemas, shampooing, shaving, for the relief of chafing surfaces, itch- 
ing, irritated skin eruptions, and as a deodorant from perspiration. 

Chlorazene Soap Powder should be used wherever there is suspected inféc- 
tion, by physicians, surgeons, nurses, dentists, and in the sick room. It should 
be in every doctor’s office and hospital. 


: 


Price per can, with sifter top, 60 cents net. 


If your druggist cannot supply you send your order 
direct to our home office or convenient branch points. 


THE ABBOTT LABORATORIES 


Home Offices and Laboratories—Dept. 79, Chicago, IIl. 
NEW YORK SAN FRANCISCO SEATTLE LOSANGELES TORONTO BOMBAY 
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As the X-Ray approaches universal use, standardization of radiographic tech- 


nique becomes imperative. 
step in this direction. 


Mail orders given special attention. 


DOSTER-NORTHINGTON DRUG CO. 


Surgical Instruments, Hospital Supplies, Wholesale Drugs 
BIRMINGHAM, ALABAMA 


if 
{ 


The new Eastman X-Ray Exposure Rule is a material 
It is based upon the results of scientific study in the Re- 
search Laboratory of the Eastman Kodak Company, and both its utiliity and its 
essential accuracy have been verified in the practice of prominent roentgenologists. 


Carried in stock for immediate shipment. 


Seed X-Ray Plates, Eastman Duplitized X-Ray Films, Coolidge Tubes, Devel- 
oping Trays, Developing Powders, Fixing Powders, etc. 


Agents for Kelley-Koett X-Ray Machines and Accessories. 


X-Ray Exposure 
Rule 


A Guide to Correct 
Exposure 


Price 


$2.50 


t= 
2 Seed X Ray | 20 
6 
8 — Shoulder 
Slow 
Head-latera! 
Bevis 
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Snook” 
Roentgen Apparatus 


The first “interrupterless’’ type X-ray 
transformer was the ‘‘Snook’’—the ad- 


‘vent of which revolutionized the Roent- 


gen art. 


It is still the closest approach to the 
100% mark in X-ray efficiency. 


There is one, and one only, “Snook” 
available today—it is manufactured by 
the Victor Electric Corporation—dis- 
tinguished from all others by the famous 
cross-arm type of rectifying switch 
(4-arm). 

The purchaser of a “Snook” today 
realizes another exclusive feature in the 
Victor Single Lever Auto-Transformer 
Control, an ingenius device which gives 
the operator complete control, including 


‘the finest adjustment, with a Single 


Lever — eliminating complications in 
technique and danger of tube destruction. 
The Model *’Snook"’ is selected by the 
discriminating roentgenologist who 
insists on having the “last word” in 
equipment. 


Victor 
-Electric Corporation 


Manufacturers of . 
Roentgen and Physical-Therapy Apparatus 


CHICAGO 
Jackson Blvd. and Robey 
CAMBRIDGE, MASS. NEW YORK 
66 Broadway 131 E. 23d Se. 


Sales and Service Stations in All 
Principal Cities 


X-RAY INVESTMENT 
INSURANCE 


Before you invest in stocks or bonds, you use 
every means at your command to ascertain 
the soundness of the issue, the finantial 
responsibility and the personnel of the 
organization soliciting your confidence 


\ reliable x-ray equipment represents another 
kind of investment, but its your money that's 
involved just the same 


The keystone of the Victor Electric Corpora- 
tion is Responsibility to every purchaser of 
Victor apparatus. Each time the prospective 
buyer “looks us up” we realize an advantage 
—so does he. 


Thirty years of conscientious effort to lead, 
rather than follow, is only one of the reasons 
for the predominance of Victor apparatus 
amongst the discriminating. - 


Buy Victor—a “safety first on your 
investment 


VICTOR ELECTRIC CORPORATION 
Manufacturers of Roewigen and Physwal Thevepent Apparatus 
CAMBRIDGE MASS. 
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Surgeon’s Soap 


Germicidal 


Phenol Coefficient—51.98 


su RGEONS 


GERMICIDAL 


& BLACK 


U.S.A; 


As per report of Chicago Laboratory 


An independent authority—the Chi- 
cago Laboratory—reports the phenol 
coefficient of B&B Surgeon’s Soap to be 
51.98. Complete report sent on request. 


A one-per-cent lather corresponds in 
bactericidal stren3th with a 50 per cent 
solution of carbolic acid. So its Zermi- 
cidal power is unquestionable. 

One cake represents the germicidal 
power of six pounds of carbolic acid, or 
about 15 gallons of a 5 per cent solution. 


B&B Surgeon’s Soap contains one per 
cent mercuric iodide, which has 5000 
times the Zermicidal power of carbolic 
acid. 

It is the only type of cake soap which 
can properly be called germicidal. That 


means more than “antiseptic,” more than 
“disinfectant.” It means the power to 


kill Berms. 


If a soap contains 5 per cent carbolic 
acid, a one-per-cent lather represents a 
dilution of 1 to 2000. That is far below 
spermicidal efficiency. Cresol is also re- 
duced too low. 


B&B Surgeon's Soap is truly germi- 
cidal, with lather formed in the usual 
way. Contact with the skin for a few 
minutes makes it doubly sure. 


The cake is convenient. It cannot 
break as a bottle of liquid might. It has 
lasting, qualities and can always be re- 
lied upon. 


Write us for complete report. 


BAUER & BLACK Chicago New York Toronto 


Makers of Sterile Surgical Dressings and Allied Products 


October 1920 
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Diet Materials 


| Feeding, \ 


| Is In Your Hands 


THERE ARE THOSE THAT KNOW AND 
THOSE THAT ARE WILLING TO KNOW 
WHAT MEAD’S DEXTRI-MALTOSE, COW’S MILK AND 
WATER WILL DO FOR THEIR INFANT FEEDING CASJS 


You Too Would Like to Have Us Send You This Literature: _ 
“Prescription Blanks” (1)—‘‘Slide Feeding Scale” (2)—‘‘Key for Modifying 
Cow’ 's Milk” (3) —"Very Young Infants” (4) —‘‘Diets for Older Children" (5)— 


“Food Salts in Infant Feeding” (6) —‘‘instructions for Expectant Mothers” (7)— 
YOUR CONFIDENCE IN US IS NEVER MISPLACED 


“Diets for Nursing Mothers” (8) 


from 


Information, Schering & Glatz 
Literature 
and 
Sample Box 150 Maiden Lane 
NEW YORK 


RHEUMATISM 
NEURALGIA 
NEURITIS 
SCIATICA 
LUMBAGO 
MIGRAINE 


| 
| 
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THE MEAD JOHNSON POLICY INDI} 
be-veeemmminmeerersagees a THE MEDICAL PROFESSION. NO FEEDING DIRECTIONS = = = 
| INSTRUCTIONS FROM FER DOGTOR ON HIS OWN PRIVATE 
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Solution Arsphenamine-Lowy is ARSPHE- 
3 NAMINE carefully prepared, properly akalinized 
sp and READY FOR USE. The safety and purity of 


SOLUTION 


is guaranteed by our biological, chemical and clinical tests. 
Every batch is tested biologically and chemirally by the 
Hygienic Laboratory of the U. S. Public Health Service. 
S. A. L. has also been accepted by the A. M. A. 


Write us for full particulars 


Lowy Laboratories, Inc. 


361 Plane St. Newark, N. J. 


Medication for 
Hypodermic Treatmen 


Sterile, Accurate, Efficient. In Hypule Form 
Sodium Cacodylate, Mercury Biniodide, 
Mercury Salicylate, Iron Citrate, Iron 
Citrate and Sodium Arsenate, Emetine 
riydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 

These hypules not only insure 
full potency and exact dosage of 
} the drug to be administered, but 


culture, has always been our particu- Hypeles tion or suspension. For treatment Hypules 


lar care, for upon it alone depends in serious and malignant diseases, hypodermic 


medication is far superior to the indirect 
the success of the treatment. methods of absorption through the alimentary 


tract. The use of HEISTER’S HYPULES 
places this form of medication on a scientific 
basis, relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of. 


LOUIS HEISTER 


Manufacturers of Physician’s Pharmaceutical 
Specialties in Hypule Form 


CINCINNATI, OHIO, U. S.A 


B. B. CULTURE 


Whatever may be your attitude to- 
ward the lactic treatment in general, 
it is a fact that B. B. CULTURE 
renders consistent and effective re- 
sults. 


Samples and descriptive literature 
gladly furnished on request. 


B. B. CULTURE LABORATORY, Inc. 
YONKERS, NEW YORK 


List on Application 


@i G 
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SAINT ELIZABETH’S HOSPITAL 


617 West Grace Street RICHMOND, VIRGINIA 


A thoroughly equipped and modern private hospital for surgical and gynecological patients. Absolutely fire-proof—a desirable 
requirement in any building, but a necessity in a surgical hospital, Constructed of tapestry brick, Pennsylvania brown stone, and 
reinforced concrete. Location is excellent, very quiet, but accessible. The building is half a block from the Franklin street side of 
Monroe Park. Ventilation perfect—due to the general design of architect who is an authority on ventilation, and also to the 
patent Austral windows, which direct the air current towards the ceiling and not on the patient. 1 

Only graduate nurses are employed. 

All modern conveniences, such as silent electric light signals for patients and long distance telephone connections in every bedroom. 

Two large and complete operating rooms with northern light are on the top floor, where they are practically free from dust. The 
hospital is open the entire year. No wards, only sinzle or double rooms, with or without private bath. 

An addition to St. Elizabeth’s Hospital containing 18 beds has recently been completed, which makes a total capacity of 50 
beds. The addition is of the same general construction as the original building. 

A limited number of graduate nurses received for post-graduate instruction. 

For information, apply to the Superintendent, MISS MYRA E. STONE, R. N., or to 


J. SHELTON HORSLEY, M.D., A. I. DODSON, M.D., 


Surgeon-in-Charge. Associate Surgeon 


| Dr. J. F. Yarbrough’s 
“a Private Sanatorium 


COLUMBIA, ALA. 


Gastrointestinal Diseases, Pellagra, 
Chronic Rheumatism, “Bright’s Disease,’’ 
Diabetes (Allen Method). 

Adequate Night Nursing Service Maintained. 


CONSULTING STAFF. 


Dr. Alfred Smith Frazier, F.A.C.S., Dothan, Ala. 

Dr. Ross H. Mooty, B.S., M. D., Columbia, Ala. 

Reference: The profession of Houston County. 
Dr. S. W. Welch, Montgomery, Ala. 


THE HOSPITAL—30 ROOMS 


CURRAN POPE A. THRUSTON POPE 


A MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 
_ fans, modern plumbing and superior furnishings. Solicits all cases of functional and 
organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 
aa drug habits and alcoholism. Bed-ridden cases not received without previous arrange- 
ment. 


Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, Sinusoidal, High Fre- 
quency, Leucodescent and Arc Light, and X-ray treatments given by competent physi- 
cians and nurses, under the immediate supervision of the Medical Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric juice, 
duodenal tube and X-ray. Recreation hall with pool and billiards for free use of patients. 
Rates include treatment, board, medical attention and general nursing. The Sanatorium is 
supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 
buttermilk from its herd of registered Jerseys. 


THE POPE SANATORIUM 


Long Distance Phones ( Incorporated LOUISVILLE, KENTUCKY 
CUMB. M. 2122 HOME 2122 Established 1890 115 West Chestnut St. 
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FULLY EQUIPPED FOR MODERN SCIENTIFIC DIAGNOSIS AND TREATMENT 


WESLEY HOSPITAL 


12th and Harvey Streets, OKLAHOMA CITY, OKLAHOMA 
CONDUCTED BY THE OKLAHOMA CITY CLINIC 


With the diagnostic equipment at our disposal we are Prepared to assist in working out 
obscure and complicated cases. 


CLINICAL AND PATHOLOGICAL X-RAY DIAGNOSTIC DEPARTMENT 


A dependable laboratory equipped to serve 
your every need, ees 

We have given a standard laboratory service Radiologist, especially trained for gastro- 
which is not excelled anywhere. intestinal and renal: diagnosis. 

We are equipped to assist the doctor in all We use the serial plate method in gastro- 
clinical, pathological and diagnostic work. intestinal work and take from 12 to 30 radio- 

Our laboratory personnel are thoroughly graphs on each case, 


trained and have, had many years’ experience 


al work is supplemented with ureteral lead 
in this special line of work. ~~ a 


catheters and pylographic injection of the kidney 


Partial Fee Table pelvis when necessary. 
Wassermann Test $ 5.00 
Autogenous Vaccines 5.00 Fluroscopic examination and stereograms of 
Tissue Diagnosis * 5.00 chest and all bone work. 
utum 
Pus Smears 2.50 RADIUM AND X-RAY THERAPY 
Pasteur Treatment, 21 doses 25.00 
Amply equ.pped for the treatment of all con- 

ditions where Radium and X-Ray Therapy are 

. Bleeding tubes, sterile containers, cul- i as a primary treatment or an 
F Yee: ture media, instructions for collecting 
and mailing specimens. adjunct to surgery. 


Members of the Clinic 


Dr. 
Dr. W. W. Rucks 
Dr. 


Dr. J. C. Macdonald 
Dr. J. Southgate 


Address all communications to WESLEY HOSPITAL, 12th and Harvey Streets, or member of 
the Clinic at 308 Patterson Building, Oklahoma City, Okla. 


18 
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CHESTNUT LODGE 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad 
and Electric Line from Washington 

This sanitarium under experienced management 
offers superior advantages for the treatment of 
patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 
pathic Hospital with the appointments of a _ refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


Davis- Fischer Sanatorium 
25-27 EAST LINDEN AVENUE 
ATLANTA, GEORGIA 

A modern five-story fire-proof building for 
surgical and gynecological work. A limited 
number of medical and obstetrical cases re- 
ceived. No mental, contagious or alcoholics 
admitted. Equipped with all modern methods 
for diagnoses. X-Ray, pathological, bacterio- 
logical, serological and stomach contents. 
Training school for nurses. 


APPALACHIAN HALL :—: ASHEVILLE, N. C. 


DR. WILLIAM RAY GRIFFIN AN INSTITUTION FOR ADVISORY BOARD 
THE TREATMENT OF Br. WM. i. Fietener 
Miss V.. E. Lively NERVOUS DISEASES Dunn 


Supt. of Nurses 


We have recently erected two additional buildings, thoroughly equipped with every 
modern convenience, including a most complete Hydrotherapy Department. 


Situated at an altitude of 2500 ft. in the heart of the Blue Ridge Mountains of West- 
ern North Carolina. Superb lawn and 25 acres of beautifully wooded grounds. 


For information address DRS. GRIFFIN & SMITH, ASHEVILLE, N. C. 
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THE 
SARAH LEIGH HOSPITAL 
Norfolk, Va. 


Announces the opening of a well equipped 


Annex for Medical Cases 


Staff 


Southgate Leigh, M.D., F.A.C.S., Surgery and 
Gynecology. 

Jas. H. Culpepper, M.D., Surgery and Ortho- 
pedic Surgery. 

Stanley H. Graves, M.D., Genito-Urinary and 
Rectal Diseases. 

F. H. Rinker, M.A., M.D., (Formerly Assistant 
Professor of Medicine, University of Wiscon- 
sin), Internal Medicine. 

Harry Harrison, M.D., Internal Medicine and 
Nitrous Oxide Oxygen Anesthesia. 

G. Bentley Byrd, M.D., Obstetrics, 

J. W. Hunter, M.A., M.D., X-Ray. 

E. G. Hopkins, M.D., Pathology. 

S. B. Whitlock, M.D., Resident Physician, 

L. L. Odom, R.N., Superintendent. 

S. B. Preston, R.N., Assistant Superintendent. 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With Majestic Hotel and Bath House 
MARLIN, TEXAS 


One Hundred Beds. 
Four Hundred Bath Capacity Daily. 

A modern institution equipped with all the latest 
laboratory, X-ray and physio-therapy methods used in 
the diagnosis and treatment of chronic diseases. A 
graduate doctor in charge of each department—thus 
utilizing teamwork. 

Marlin hot water is similar to the famous Carlsbad. 

STAFF 
Dr. J. W. Torbett—Superintendent, Diagnosis and 
Treatment. 
Dr. O. Torbett—Diagnosis and Treatment. 
Dr. W. K. Logsdon—Urology, Rectal and Skin Diseases. 
Dr. Mary L. Webb—General Chronic Diseases and 
Gynecology and Corrective Gymnastics. 
Dr. J. Gordon Bryson—Surgery and Gynecology. 
Dr. Edgar P. Hutchings—Eye, Ear, Nose and Throat. 
Dr. J. B. White—Roentgenology and Gastro-enterology. 
Dr. C. H. Hendry—Pathologist. 
Dr. L. P. Robertson—Dentist. 
Dr. H. H. Robertson—Dentist. 
For further information write for folder to 


TORBETT SANATORIUM, Marlin, Texas 


RROBINSON HOSPITAL, (INc) 


AND TRAINING SCHOOL FOR NURSES 
BEREA, KY. 


IDA M. JONES, R. N. SUPERINTENDENT OF NURSES 


STAFF 


B. F. ROBINSON, M.D. 
General Surgery 


M. M. ROBINSON, M.D. 
General Surgery 
ALSON BAKER, M.D. 
Bacteriology and Pathology 


DON. H. EDWARDS, M.D. 
Eye, Ear, Nose and Throat 


WM. G. BEST, D.D.S. 
Oral Hygiene and Oral Surgery 


J. M. MORRIS, M.D. 
Internal Medicine and Diagnosis 


J. CAMPBELL THOMPSON, M.D. 
Roentgenology 
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BLACKMAN SANITARIUM 


DISORDERS OF NUTRITION AND ELIMINATION 
172 Capitol Ave.. ATLANTA, GA. 


Medical 


Two of its features: 


Treatment of Dia- 
betes. (Allen Method) 


Rest and Fattening 
Cure. (5 lbs. per week) 


Rates, $35 to $50 per 
week. Good cuisine. 


Homelike resort atmos- 
phere. 


Laboratory facilities, 
Modern equipment. 


For Information and Reprints 
address 


W. W. BLACKMAN, M. B. 


THE WATAUGA SANITARIUM 


RIDGETOP, TENNESSEE. 


For Tuberculosis in any 
Form. 


STAFF: 


. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 

r. W. W. Winters 
. H. S. Shoulders 


19 miles North of Nashville 
Henderson Division be 


of L. & N. Ry. 


Location ideal, elevation 1,000 feet, buildings modern; hot and cold water, gas lights, perfect sewerage 
and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray Diagnosis. 
Heliotherapy. Rates very reasonable. 

Inquiries appreciated. Illustrated pooklet on application. 


DR. W. S. RUDE, Medical Director. RIDGETOP, TENN. 
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| 
‘Hospital For General Diag- | The Buie Clinic 


‘nosis and Nervous Diseases ie 
MARLIN SANITARIUM-BATH HOUSE 
“NORWAYS” | MARLIN, TEXAS 


N. D. BUIE, M.D. A. J. STREIT, M.D. 
| F. H. SHAW, M.D. 


1820 E. 10th Street, Indianapolis, Ind. | 


. An institution devoted to the Research, Study and | | 
Diagnosis of all problems in Medicine and Surgery, | | : 

‘especially of conditions involving the Nervous Sys- | | - 
tem. All newer methods of Diagnosis, particularly | | — Win eee ee a5 
‘the Chemistry of the blood, spinal fluid, secretions | 
‘and excretions of the body are employed. The im- | | ie— 
‘portance of body metabolism and its relation to ' 
idiseased conditions is emphasized. 

‘The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is 
made. Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 


.A complete staff of skilled specialists in co-opera- 


ik 


A thoroughly modern institution for chronic dis- 
eases, using Marlin’s famous hot mineral waters 
and all late approved methods of diagnosis and 
treatment. The various departments are: In- 
ternal Medicine, Diagnosis, Urology, Syphilology, 
Pathology, Roentgenology, Dietetics, Electro- 


‘tion. therapy, Eye, Ear, Nose and Throat and Hydro- 
! therapy. Daily bath capacity 400. 
For further particulars regarding rates, etc., write STAFF 
: N. D. BUIE, M.D., Supt. and Diagnosis 
DR. ALBERT E. STERNE or H. SHAW, Internal Medicine 
DR. LARUE D. CARTER ee 
. M. H, M.D., 
“Norway” Hospital for General Diagnosis and 
H S. S. MUNGER, M.D., Roentgenology 
Nervous Diseases T. W. FOSTER, D.D.S. 


THE MERIWETHER HOSPITAL AND TRAINING SCHOOL FOR NURSES, Inc. 
: 24 GROVE STREET, ASHEVILLE, N. C. | 


A thoroughly equipped and modern Hospital for 
Surgical, Gynecological, Medical, and Obstetrical 
Cases. 
All modern conveniences, such as vacuum 
cleaners, electric elevators, sun porches, etc. Two 
thoroughly equipped operating rooms. Open entire 
year. 


DIRECTORS 


Dr. Ben M. Meriwether, President; Dr. E. R. 
Russell, Vice-President; Dr. Clyde E. Cotton, Secre- 
tary; Dr. W. J. Hunnicutt, Treasurer; Dr. M. L. 
Stevens, Dr. Arthur F. Reeves, Dr. Eug. B. Glenn. 


STAFF 


SURGICAL: Dr. Eug. B. Glenn, Chief; Dr. — M. NEUROLOGY: Dr. B. R. Smith. 

Mexiwether, Dr. Pritchard, Dr. Arthur F. GasTROENTEROLOGY: Dr. A. W. Calloway. 

i DERMATOLOGY: Dr. C. W. Brownson 
MEDICAL: Dr. Chase P. Ambler, Chief; Dr. Clyde 4 

’ B. Cotton, Dr. M. L. Stevens, Dr. W. J. Hunnicutt, ¢ ga DISEASES OF THE RECTUM: Dr. P. 


: Dr. H. G. Brookshire, Dr. C. C. Orr. 
' EYE, EAR, NOSE AND THROAT: Dr. E. R. Rus- PEDIATRICS: Dr. L. W. Elias. 
’ sell, Dr. J. B. Greene, Dr. R. H. Buckner. ANAESTHETIST: Dr. W. J. Hunnicutt, 
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BIRMINGHAM INFIRMARY 


A thoroughly equipped and modern general hospital. Accommodates three hundred patients. All 
conveniences. Completely equipped. Modern pathological, bacteriological and x-ray laboratories. 
Sufficient Radium for treatment of all conditions in which Radium is indicated. All laboratories in 
charge of competent, experienced men. 

EDUCATIONAL DEPARTMENTS—tTraining school for nurses in charge of graduate registered 
nurses. Pupil nurses received on favorable terms. Special six months course in dieteties and labor- 
atory work given. Graduate nurses received for post graduate instruction. 

For information and catalog apply to Mrs. B. E. Golightly, R.N., Superintendent. 

BIRMINGHAM, ALA. Long Distance Phone, West End Pr. Exchange 980 


DR. CHARLES M. NICE, Medical Diréctor DR. W. C. GEWIN, Surgeon in Charge 


Radium-Therapy Department Pathological Department 


of 


The Birmingham Infirmary Birmingham Infirmary 
Established 1916 BIRMINGHAM, ALA. 


Fully equipped for every test 
Radium in any form for the ther- 
apeutic administration 


where indicated. methods used. Fee list, media, 


Address communications to 
Birmingham Infirmary 
BIRMINGHAM, ALA. 


Dr. W. C. Gewin, President 
Dr. Chas. M. Nice, Secretary JOHN V. MIX, Director 


of clinical value. Only standard 


sterile containers and instruc- 
tions for shipping specimens 


upon request. 
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SOUTHERN 


HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 
Devoted to the Scientific Treatment of Organic and Functional Nervous 


Diseases. 

A thorough, detailed, individual examination and study made of each patient. All 

the latest methods of psychotherapy employed—including psychoanalysis. Trained. 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 

° wooded hills with lawns, orchards, and vineyard—wholesome food, cooked under super- 
vision of a dietititian—a congenial, restful atmosphere in an up-to-date building—air, 
water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
Asheville, N. C. 
(Positively no Insane or Tubercular Persons are Admitted) 


An ethical seciusion maternity home and hospital 
for unfortunate young women. Patients accepted § 
any time during gestation. Adoption of babies when 
arranged for. Prices reasonable. Write for 90- 
page illustrated booklet. 


MAIN ST. 
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The Kernan Hospital for Crippled Children 


BALTIMORE, MARYLAND 


One of the largest and best equipped Orthopaedic Hospitals in the country. The grounds cover 
sixty-five acres, containing private herd of cows, poultry, vegetable garden, parked lands and play 


grouncs. 


STAFF 
Attending Physicians 
Benjamin Tappan, M.D. 
A. Duvall Atkinson, M.D. 
Irving J. Speer, M.D. 
Jno. R. Abercrombie, M.D. 
Consulting Surgeons 
W. S. Halsted, M.D. 
John M. T. Finney, M.D. 
Randolph Winslow, M.D. 
Consulting Physicians 
Lewellys F. Barker, M.D. 
Thomas R. Brown, M.D. 
W. S. Thayer, M.D. 


STAFF 


Attending Surgeons 
R. Tunstall Taylor, M.D. 
Sydney_M. Cone, M.D. 
Compton Riely, M.D. 
William Tarun, M.D. 
William H. Daniels, M.D. 
Frank Martin, M.D. 
John Staige Davis, M.D. 
Chas. Reid Edwards, M.D. 
Gideon Timberlake, M.D. 
John P-’ Bell, D.D.S. 

Roentgenologists 

J. Fletcher Lutz, M.D. 
Henry J. Walton, M.D. 


The Surgical Building 
For particulars and terms of admission, address 


1102 North Charles Street Baltimore, Maryland 


The Baker 


Sanatorium 


Colonial Lake 
Charleston, S. C. 


A new and thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 


ARCHIBALD E. BAKER, M D., 
|Surgeon in Charge 
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ARLINGTON HEIGHTS SANI 


P.O. BOX 978, FORT WORTH, TEXAS 


For 


Nervous 


Diseases 


TARIUM 


and 


Selected Cases of Mental Dis- 


eases. 


(Incorporated under laws of 
Texas) 


WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 


Resident Physician 


OCONOMOWOC 


tutional atmosphere. 


consin Lake Resort region. 
sible. 


the resident physician in charge. 


HEALTH RESORT 
For Nervous and Mild Mental Diseases and Addiction Cases 


Five minutes walk from Interurban between Oconomowoc and 
Milwaukee on main line C. M. & St. P. Ry. 30 miles 

west of Milwaukee 

Built and equipped to supply the demand of the neurasthenic, 

border-line and undisturbed mental case, 

free from contact with the palpably insane, and devoid of the insti- 


OCONOMOWOC 


WISCONSIN 


for a high-class home 


Fifty acres of natural park in the heart of the famous Wis- 
Rural environment, yet readily acces- 
A beautiful country in which to convalesce. 
The new building has been designed to encompass every require- 
ment of modern sanitarium construction, the comfort and welfare 
of the patient having been provided for in every respect. 
department is unusually complete and up-to-date. 
and re-educational methods applied. 

} Number of patients limited, assuring the personal attention of 


The bath 
Work-therapy 


Arthur W. Rogers, B.L., M.D., Resident Physician in Charge 


DR. 


SAN ANTONIO, TEXAS 


T. L. Moody, 
J. A. McIntosh, M.D., Res. Physician. 


M.D., Supt. and Res. Physician. 
Cc. W. Stevenson, M.D., Res. Physician. 


MOODY’S SANITARIUM 


: 
| 
~ For Nervous and Mental Diseases, Drug and Alcohol Addictions and Nervous‘nvalids Needing Rest and Recuperation 
¢ Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
ae diagnostic and therapeutic methods. Modern clinica! laboratory. 7 buildings, each 
x with separate lawns, each featuring a small separate sanitarium, affording wholesome 
— restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
a forts. Bath rooms en suite, 100 rooms, targe galleries, modern equipments, 15 acres, ‘ 
2 : 350 shade trees, cement walks, playgrounds. Surrounded by beautiful park, Government 
ih Post grounds and Country Club. 
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LYNNHURST SANITARIUM 


A High-Class Institution for Nervous Diseases, Mild Mental Disorders and Drug Addiction. 


Situated in the suburbs of Memphis on 28 acres of beautiful woodland and ornamental shrubbery Modern 
and approved methods in construction and equipment. Thorough ventilation, sanitary plumbing, low 
pressure steam heat, electric light, fire protection, and an abundance of pure water. Special facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced 
nurses and house physician. An improved treatment for Opium-Morphine addiction. 


S. T. RUCKER, M.D., Director Medical Dept. 


KENILWORTH SANITARIUM 


KENILWORTH, ILLINOIS 
(Established 1905) 
(Cc. & N. Wi Railway, Six Miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental | 
diseases. Approved diagnostic and therapeutics methods. j 

An adequate night nursing service maintained. Sound proof 
rooms with forced ventilation. Elegant appointments. Bath ° 
rooms en suite, steam heating, electric lighting, electric eleva- 


tor. 
Resident Medical Staff: 
Minta P. Kemp, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
’ All correspondence should be addressed to 


Kenilworth Sanitarium Kenilworth, III. 


For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproot 


BYRON M. CAPLES, M. D., Supt. 
Waukesha, - Wisconsin 


TENN. 
8 
WAUKESHA SPRINGS SANITARIUM: 
. 
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Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For Nervous and Mental Diseases, General 
Invalidism and Drug Addictions 


The sanitarium is located on the Marietta 
trolley line, 10 miles from center of city, near 
a beautiful suburb, Smyrna. Grounds consist 
of 80 acres. Buildings are steam heated, elec- 
trically lighted, and many rooms have private 
baths. Patients have many recreations such as 
tennis, croquet, baseball and automobiling. 
Reference: The Medical Profession of Atlanta. 
Address 


Dr. JAS. N. BRAWNER, 
701-2 Grant Bidg. Atlanta, Ga. 


PETTEY & WALLACE 
958 S. Fifth Street SANITARIUM 


MEMPHIS. TENN. 


FOR THE TREATMENT OF 


Drug Addictions, Alcoholism, 
Mental and Nervous Diseases 


A quiet, home-like, private, high-class inetitution. 
Licensed. Strictly ethical. Complete equipment. 
Best A dations. 


Resident physicians and trained nurses. 

Drug patients treated by Dr. Pettey’s original 
method. 
Detached building for mental patients. 


e e For the Treatment of MENTAL and 
] t ] e Ww NERVOUS DISEASES and ADDIC- 
TIONS. 

New Fifty-Room Department completed January, 


& 
Sanitarium 


private hospital, operating under state license. 
(Established 1907) Large, commodious buildings offering accommo- 
JOHN W. STEVENS, M.D. dations to meet the desires of the most exacting. 


be cra Situated out of town in a quiet, secluded place. 
Physician-in-Charge Large, shady grounds. Specially trained nurses. 
Telephone Main 2028 Two resident physicians. Capacity 65. References: 
Rural Route No. 1 Nashville, Tennessee Medical Profession of Nashville. 


~ 
5 


Vol. XIII No. 10 SOUTHERN MEDICAL JOURNAL 


ANNOUNCING THE OPENING OF 
DR. SEALE HARRIS’ DIETETIC INSTITUTE 


A PRIVATE INFIRMARY FOR THE DIAGNOSIS AND THE DIETETIC AND MEDICAL 
TREATMENT OF DISEASES OF THE STOMACH AND INTESTINES AND OF NUTRITION. 


THE DIETETIC INSTITUTE HAS NO OPERATING ROOM BUT CONVALESCENT 
SURGICAL PATIENTS ARE ESPECIALLY DESIRED, AS ARE THE FUNCTIONAL NERVOUS 
(REST CURE) PATIENTS FOR WHOM DIET AND HEALTH INSTRUCTION ARE THE MOST 
IMPORTANT INDICATIONS FOR TREATMENT. No TYPHOID, TUBERCULOUS OR OTHER 
INFECTIOUS CASES WILL BE ACCEPTED. 


THE DIETETIC INSTITUTE IS INTENDED TO BE A HOME WHERE PATIENTS WILL 
BE PROPERLY DIETED AND TREATED AND WHERE THEY WILL BE TAUGHT PERSONAL 
HYGIENE IN AN ENVIRONMENT FREE FROM THE ANNOYANCES OF A GENERAL HOSPITAL. 
IT IS LOCATED ON BIRMINGHAM'S BEAUTIFUL RESIDENTIAL BOULEVARD, HIGHLAND 
AVENUE, 


DR. SEALE HARRIS WILL ALSO CONTINUE HIS OFFICES AT 804-808 EMPIRE 
BUILDING, BIRMINGHAM, ALA. HOURS FROM 10 A. M. TO 1 P. M. AND 3 To 4 P. M. 


BIRMINGHAM, ALABAMA, SEPTEMBER 15, 1920. 


The Tucker Sanatarium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium of Dr. Beverly R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acuie alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verahdas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are especially trained in the 
care of nervous cases, 


THE HENDRICKS - LAWS SANATORIUM, te most 

and 

priva institutions for 

FOR TUBERCULOSIS the treatment of tubercu- 

i modations. Fireproof con- 

struction. Individual 

sleeping porches. Excel- 

lent cuisine. Altitude 4000 

feet. Climate ideal all of 

the year. For further in- 
formation, address 


CHAS. M. HENDRICKS 
J. W. LAWS 
Medical Directors 


M. R. Harvey 
President 
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The Cincinnati Sanitari 
Inc. 1873 

For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. Fer details write for descrip- 
tive pamphlet. 

F. W. Langdon, M.D., 

Visit. Consultant 
Cc. B. Rogers, M.D., 
Resident Medical Director 

H. P. COLLINS, Business Manager Egbert W. Fell, M.D., 


Box No. 4, College Hill Res. Clinica! Director 
CINCINNATI, OHIO 


“REST COTTAGE” College Hill 


e e e 
, Cincinnati, Ohio 
For _ purely 
nervous cases, 
nutritional er - 
rors and coli- 
valeseents. 


Completely 
equipped for hy- 
drother - 
apy, massages, 
ete. 
Cuisineto 
meet individual 
needs, 


F. W. Langdom, 


M.D., Visiting 
Consultant 


Egbert W. Fell, 
M.D., Resident 
Clinical Direc. 
tor 


B. Rogers, 
M.D., Resident 


Medical Oirec- 
tor 


H. P. Collins 
Business Man- 
ager 
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J. C. KING, M.D. 
JOHN J. GEISEN, 


uv. ST. ALBANS SANATORIUM, Inc.’ 233° ® 


4 RADFORD, VIRGINIA 
SS PRE EH The Hydrotherapy Department is complete in every 
: detail. Continuous Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, 
Massage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sana- 
torium for the diagnosis and treatment of chronic 
medical, nervous and mild mental disorders. It is sit- 
uated 2,000 feet above sea level in the famous blue 
grass region of Virginia. There are two large colonial 
brick buildings connected by a sun parlor 105 feet long. 
Rooms single or en suite, with or without private 
baths. Accommodations for fifty patients. Modern 
and approved methods used in every department. The 
nurses are specially trained to care for nervous 
patients. 

For details write for descriptive pamphlet. 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
rOR MEN AND WOMEN 
96 Acre Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 


restoration. 


Glenwood Park Sanitarium, nonh Carcize. 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS--Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. 


any disease of the nervous system. : 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 


sunlight, and exercise, with such other remedies as are calculated to assist nature in the work of 


Special attention is given to the use of electricity. Twenty years’ experience has proven it invaluable 
in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, and those 
nervous affections due to uterine or ovarian disorders. 
For further particulars and terms, address 


Greensboro, 


SUCCEEDING TELFAIR SANITARIUM 


Diversions for the depressed and disquiet mind—and such as are suffering from 
The treatment consists of the gradual breaking up of injurious 


W. C. ASHWORTH, M.D., Superintendent. 
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ATLANTA RADIUM LABORATORY 


929 Candler Building 
ATLANTA, GA. 


aadium for the treatment of conditions in which the use of radium is . 
indicated. 


For particulars address, 
COSBY SWANSON, M. D., Medical Director 


Shortle’s Albuquerque Sanatorium 


FOR TUBERCULOSIS 


ALBUQUERQUE, NEW MEXICO 


Altitude 5,100 Feet. Rates Moderate. Climatic 
Conditions Unsurpassed. 


A private sanatorium where the closest personal attention is 
given each patient. Complete laboratory and X-Ray equipment 
for diagnostic purposes. Compression of the lung and sun-bath 
| treatment after the methods of Rollier. Steam heat, hot and cold 

water, electric lights, call bells, local and long distance tele- 
phones and private porches for each room. Bungalows if desired. 

Situated but 1 1-2 miles from Albuquerque, the largest city 
: and best market of New Mexico, permits of excellent meals and 
mami service at moderate price. Write for Booklet B. 


A. G. Shortie, M.D., Medical Director 


Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; _there are private 
walks and drives, and the institution affords the quietness and serenity of the country 


within sight of the city. 


Rooms may be had single or en suite, with or without private baths. 
for one patient, are also available. 


Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes 
an important therapeutic measure. 


Small cottages, suitable 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 


— 
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RADIUM THERAPY ||| The Radium Institute 
omnia of New Orleans 

NEWELL & NEWELL In Connection With 
Sanitarium TOURO INFIRMARY 


DIRECTING BOARD 


Dr. S. M. D. Clark Dr. H. S. Cocram Dr. W. Kohlmann 
Dr. U. Maes Dr. E. D. Martin Dr. R. Matas 


705-707 Walnut St., Chattanooga, Tenn. 


An ample supply of Radium for the treat- Dr. F. W. Parham Mr. A. B. Tipping 
ment of all conditions in which Radium is 
indicated. For the treatment of conditions in 
which the use of Radium is indi- 
SANITARIUM STAFF rated. 
K. T. Newell, M.D. All correspondence should be addressed to 
E. D. Newell, M.D. the Radium Institute. 


J. St. Jon, MD. Radio-Therapist. Secretary. 


RADIUM AND X-RAY LABORATORY 


425-429 Woodward Building 
BIRMINGHAM, ALA. 


For the treatment of MALIGNANT and BENIGN conditions, 
in which the use of Radium and ALLIED MEASURES has been 
definitely established. 


Address: 
Dr. WALTER A. WEED, Director 
425 Woodward Building, Birmingham, Alabama 
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$2400—$3600 


An Assistant Physician 


Wanted 


In a private hospital for mental dis- 
eases, situated in a Southern state. 
Must be thoroughly capable profes- 
sionally, energetic and possessed of 
An attractive salary is 
offered and a worthwhile man de- 
Either one unmarried, vv if 
Compen- 
sation: $2400.00 first year, this to be 
increased $300.00 per year to $3600.09 
State age, 
and year of graduation, and informa- 
tion concerning special and general 


initiative. 
sired. 
married, without children. 


with maintenance. 


qualifications. 


Address S. V. C., Care Southern 
Medical Journal. 


Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean 
New college building, completely equipped and 
modern laboratories. Extensive Dispensary service, 
Hospital facilities furnish 400 clinical beds; individ- 
val instruction; experienced faculty; practical cur- 
riculum. For catalogue or information address 
J. R. McCAULEY, Secretary 


1140 E. Clay Street Richmond, Virginia 


school 


tre Mary 
Paternity Home 


A STRICTLY ETHICAL AND PRIVATE REFUGE 
FOR SECLUDING AND PROTECTING 


Respectable Unmarried Pregnant Women 


through confinement. Baby placed for legal adop- 
tion if arranged. City and State License. 

Correspondence confidential. |For details, address 
TheLADY MARY MATERNITY HOME, Birmingham, Ala. 
Dr. J. E. Garrison, Physician in Charge 


Nashville Private 
Maternity Hospital 


For the care and protection 
of unfortunate young women. 


DR. J. H. PRESTON, Physician 


Address: MRS. L. SWEENEY 


1230 Second Avenue, South 
Phone, Main 3791 


NASHVILLLE, TENN. 


The Thompson Sanatorium 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San 
Antonio. Mild winters, cool breezy summers. 
Hospital Building and Hollow Tile Cottages 
with modern conveniences. Beautiful mountain 
scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 
Superintendent and Medical Director 


H. Y. SWAYZE, M.D. 
Associate Medical Director 


KERRVILLE, TEXAS 


THE POTTENGER SANATORIU 


MONROVIA, 


CALIFORNIA 


FOR DISEASES OF THE 
LUNGS THROAT 

A thoroughly equipped institution 
for the scientific treatmént of tuber- 


culosis. High class accommodations. 
Ideal all-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery. Forty-five min- 
utes from Los Angeles. F. M. Potten- 
ger, A.M., M.D., LL.D., Medical Direc- 
tor. J. EB. Pottenger, A.B.,_ M.D., 
Assistant Medica] Director and Ciiet 
of Laboratory. George H. Evans, M.D., 
San Francisco, Medical Consultant. 
For particulars address: 


POTTENGER SANATORIUM, 
Monrovia, California. 
Los Angeles Office: 1100-1101 Title Ins. 


Bidg., Fifth and Spring Streets. 
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UNIVERSITY OF LOUISVILLE 


Medical Department 


Fighty-third Annual Session begins Sept. 


20, 1920. Entrance requirements for the 
1920-21 session-—two years of College work 
including Physics, Chemistry, Biology and 
English, in addition to the fifteen units’ work 
in an accredited, standard high-school. 


The two-year premedical course of instruc- 
tion is given in the Academic department of 
the University. A combined B.S., M.D., de- 
gree granted after two years of study in 
College of Arts and Sciences and four years 
in Medical Department. 


Well equipped laboratories under full- 
time teachers; Clinical work in the New 
Million-dollar City Hospital. All time teach- 
ers in Clinical Medicine and Surgery. Co- 
educational. For further information and 
catalogue, address the Dean. 


HENRY ENOS TULEY, M.D., 
Louisville, Ky. 


New Orleans Polyclinic 


Graduate School of Medicine, 


Tulane University of Louisiana. 


Thirty-fourth Annual Session opens Sept. 
20, 1920, and closes June 11, 1921. 


Physicians will find the Polyclinic an ex- 
cellent means for posting themselves upon 
modern progress in all branches of medicine 
and surgery, including laboratory, cadaveric 
work and the specialties. 


For further information, address: 


CHARLES CHASSAIGNAC, M. D., Dean 


Post Office Drawer 770 New Orleans 


Tulane also offers highest class education 
leading to degrees in Medicine, Pharmacy 
and Dentistry. 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 
COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two yearsof college work, including modern languages 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 

Facilities for Teaching—Abundant laboratory space and equipment. Three large general 
hospitals absolutely controlled by the faculty and thirteen hospita!s devoted to specialties, in 


which clinical teaching is done. 


The next regular session will open October 1, 1920. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 


LOYOLA POST-GRADUATE SCHOOL OF MEDICINE 


New Orleans, La. 


Combining New Orleans Post-Graduate Schoo! of Medicine. 
Louisiana Post-Graduate School of Medicine. 


Offers courses in all branches of medicine and surgery. 

Special facilities for courses in the Eye. and the Ear, Nese and Throat. 

Faculty numbering over eighty. Abundant cadaveric material. 
Unlimited clinical material in all the hospitals of New Orleans, the medical metropolis of the 


outh. 
Students admitted to all courses throughout the year. 


JAMES M. BATCHELOR, M.D., President. 


JOSEPH A. DANA, M.D., Secretary. 


Address all Communications to the Secretary, 1533 Tulane Ave., New Orleans, La. 
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AC 6 EPTED (“The Journal,” A.M.A., August 7, 1920) 


As Conforming To The Rules 
Of 
The Council on Pharmacy and Chemistry 
A. M. A. 
OVARIAN RESIDUE TABLETS, H. W. & D. 
50 Tablets In A Tube 


“That under present conditions of preparation ovarian residue is in general superior in its 
clinical results to the commercial articles now on the market.” 


STERILE SOLUTION OF LUTEIN, H. W. & D. 


(Corpus Luteum) 
In Ampules For Intramuscular Injection 
6 Ampules In A Box 


“With many misgivings as to success, I tried corpus luteum extract intramuscularly by 
hypodermic with gratifying results, as the following cases will show.” 


Note: Reprints of papers by prominent gynecologists from which the above quotations are 
made and bearing on these remedies sent upon request. 


HYNSON, WESTCOTT & DUNNING 


BALTIMORE 


LIQUID 


eh HE product is of standard strength. The package is dated. 
The doctor knows. He doesn’t trust to luck. 

It is Posterior Pituitary Active Principle in isotonic salt solu- 
tion and is without preservatives. 

1% ¢. c. ampoules (small dose) are labeled, “Obstetrical and 
Surgical”. 

1 c. ec. ampoules (full dose) are labeled, a and Ob- 
stetrical”. 

Hither in an emergency. 


Literature on request 


ARMOUR COMPANY 


CHICAGO 
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INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, 


RESPONSIBILITY OF PHYSICIANS 
WHO TREAT MALARIA CASES* 


By C. C. Bass, M.D., 
New Orleans, La. 


When physicians are called to treat 
cases of malaria, usually the active symp- 
toms are promptly relieved by the treat- 
ment advised, but in a very large propor- 
tion of cases the patient remains infected 
and relapses sooner or later. Frequently 
several relapses occur from time to time. 
During this time the subject is a potential 
source of infection to others. The object 
of this paper is to direct attention to some 
of the responsibilities resting upon phy- 
sicians who treat malaria cases, and espe- 
cially to endeavor to emphasize the duty 
of the physician to give such advice and 
treatment as will not only relieve the clin- 
ical symptoms, but will lead to disinfection 
of the patient. 

The chief object in calling a physician, 
in acute illness especially, is the relief of 
clinical symptoms. In the case of malaria, 
this is usually promptly accomplished 
with the specific remedy for the disease, 
quinine. In some instances, however, the 
relief is not as prompt as it should be, and 
to that extent at least the physician does 
not discharge his duty to his patient. It 
is not an uncommon thing for starting of 
quinine in malaria cases to be postponed 


*Read in Section on Medicine, Southern Medical 
Association, Thirteenth Annual Meeting, Ashe- 
ville, N. C., Nov. 10-13, 1919. 

_ From the Department of Experimental Medi- 
cine, Tulane School of Medicine. 


DIAGNOSTIC METHODS, ETC. 


until some particular time of day with 
reference to the occurrence of chills, until 
the fever goes down, or until a purgative 
acts off. During this period of delay the 
patient is deprived, by the physician re- 
sponsible for his treatment, of the spe- 
cific remedy upon which his recovery de- 
pends, and in the event of pernicious ma- 
laria, upon which his life may depend. 
Therefore, quinine treatment should be 
started just as soon as the diagnosis of 
malaria has been made. There should be 
no delay. 

As soon as the active symptoms have 
been relieved, the patient may feel well 
and, so far as he recognizes, is entirely 
free from the disease for which he called 
the physician. Some laymen know that 
malaria is a disease that is likely to re- 
lapse or become chronic and if they are 
informed of the diagnosis, they recognize 
the importance of continuing treatment to 
get rid of the infection. Therefore, the pa- 
tient should be informed of the fact that 
he has malaria. Not only should the diag- 
nosis be given, but he should be advised 
as to the nature of the disease. He should 
be told that it is due to an infection with 
malaria parasites, some of which may be 
present in the blood long after acute, ac- 
tive symptoms have ceased. 

After relieving acute symptoms and in- 
forming the patient of the diagnosis of 
malaria and the nature of the disease, it 
is important to advise treatment which 
will disinfect him. It is not. sufficient sim- 
ply to tell him that he must take quinine 
for a considerable period of time to get 
the malaria out of his system. Such ad- 
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vice frequently does not make sufficient 
impression for it to be carried out. The 
average layman does not understand the 
necessity of continuing treatment after he 
appears to be perfectly well. Something 
more than casual directions, therefore, is 
necessary to lead to the carrying out of 
the necessary treatment to disinfect the 
patient. 


Not only should the patient be informed 
of the probability of relapse in the event 
proper treatment is not carried out, but 
he should be informed of the probability 
of transmission taking place. The patient 
who is not disinfected is a_ potential 
source of transmission of the disease to 
others. It is not generally appreciated, 
but it is nevertheless a fact that a malaria 
carrier is much more likely to be a source 
of infection to persons living in his own 
house and in close association with him 
than the others. Those who might be in- 
clined to neglect the necessary treatment 
to disinfect themselves for the purpose of 
preventing relapse would be much more 
likely to carry out the treatment if they 
realized the danger to the health and life 
of their own loved ones and associates. It 
is the duty of the physician, therefore, in 
my judgment, to advise the patient of this 
fact, in order to make him more certain 
to carry out the necessary treatment not 
only for the purpose of preventing relapse 
in his own case, but for the purpose of 
preventing transmission to others. 


Doctors frequently say that it is useless 
to prescribe quinine treatment to be con- 
tinued long after acute symptoms have 
been relieved, because patients will not 
take it. The fault lies with the doctor 
largely and not the patient, for not ex- 
plaining the reason and necessity for the 
treatment. A doctor who can not convince 
his patient of the necessity of taking 
proper treatment has not the confidence 
of the patient that he should have. 

From a strictly mercenary standpoint, 
there may be no gain for physicians to 
give malaria patients such advice and 
treatment as will prevent relapse and such 
advice and treatments as reduce or pre- 
vent transmission of the disease to others. 
No real doctor, however, would think of 
favoring the occurrence of disease for his 
own gain. Such an act would be beneath 
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the high standard of the _ profession. 
Though none of us would knowingly and 
thoughtfully permit the development of 
disease in our patients and those for whom 
we practice, if we thoughtlessly neglect 
to give our malaria patients proper ad- 
vice and treatment to rid them of the in- 
fection, we contribute to the occurrence 
of the disease by such neglect. The author 
wishes to emphasize the fact that it is the 
duty of the physician who treats malaria 
cases not only to relieve clinical symptoms, 
but to give such advice and treatment as 
will disinfect the patient and prevent re- 
lapse and transmission to others. 


SUMMARY 


To summarize, important duties or re- 
sponsibilities of physicians who treat ma- 
laria cases are: 

1. To begin promptly proper treatment 
with the specific remedy for the disease, 
quinine, not neglecting it for spectacular 
methods of treatment. 

2. To advise the patient of the correct 
diagnosis and nature of the disease. 

3. To advise him of the mode of trans- 
mission of the infection and of the great 
danger of transmission to other members 
of his family and associates, endangering 
their health and perhaps lives. 

4. To advise and prescribe specific treat- 
ment which will disinfect the patient so 
as to avoid relapse and prevent transmis- 
sion. 


DISCUSSION 


Dr. Graham E. Henson, Jacksonville, Fla.— 
The subject of the responsibility of the physi- 
cian in treating malaria has been ably covered 
by Dr. Bass, so that there seems to be little to be 
brought out in the matter of discussion. There 
are a few points, however, that can never be em- 
phasized too strongly or too often. I was pleased 
to have Dr. Bass bring up the importance of co- 
operation of the patient. When a patient is 
handled in the proper manner, contrary to the 
usual belief of patients, co-operation is not hard 
to secure. I practiced in a rural community in 
the State of Florida for a number of years where 
95 per cent of my clientele was made up of ig- 
norant country people, probably more than 50 
per cent of them negroes. I found that it was 
never a hard thing to secure the co-operation of 
malaria-infected individuals if I took the pains, 
as I always try to do, to explain to the patient 
when he was ill that after he took a few doses 
of the medicine I was going to give him he was 
going to be apparently cured, but that he was not 
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really cured, and explained to him what he might 
expect in the matter of a relapse. An especially 
valuable point that Dr. Bass brought out in his 
paper, he having gone even farther than I would 
with these people, was this: impressing upon 
them not only that they are a source of infection 
to the community in which they lived, which in a 
general way may be of little interest to the ig- 
norant individual, but that they are a source of 
infection to their own immediate family. If we 
can convince people—it is not necessary to con- 
vince malaria patients—they must take commu- 
nity treatment, it is an added weapon in our 
hands. 

In the matter of treatment which Dr. Bass did 
not take up in detail: on account of what might 
always be termed as a sort of continuous quarrel 
amongst the profession. I think it would be 
well to emphasize the salt of quinine employed 
as immaterial so long as some sort of quinine is 
used, and that we combine on the only specific 
we have in the matter of treatment; that we do 
not try to use this and that drug with the idea or 
with the belief or with the claim of the patients 
that they have an idiosyncrasy to quinine, which 
is rare. I would emphasize that in assuming 
and realizing responsibility in handling these 
types of cases that not only should we use quinine, 
but we should be careful to use a_ sufficient 
amount of quinine, carried over a sufficiently long 
time, and by a sufficient amount of quinine I do 
not mean excessive doses. I find a tendency now, 
in contradistinction to what may have been a 
prevailing habit a few years ago, when insuf- 
ficient doses of quinine were given, to go to the 
other extreme and give 60 or 80 grains of quinine 
in twenty-four hours. I think we are all agreed 
that this is unnecessary, but, on the other hand, 
where the proper doses of quinine are maintained 
for a few days, there is the too common custom 
of resorting to small doses of two or three grains 
a day, and continuing that with the idea we give 
sufficient to sterilize the patient, and in doing 
this we are adopting a pernicious habit. 
We know that small doses of quinine stimulate 
the formation of gametes. 

Dr. Bass (closing).—Perhaps one of the im- 
portant additional arguments to get the patient 
to carry out the treatment might be mentioned 
again. It is. the great danger that the infected 
person may be a source of infection to other 
members of the family, because of the biting 
and flight habits of the mosquitoes that transmit 
malaria. They are bred and raised in pools or 
collections of water somewhere within flight dis- 
tance from the residence. When the female mos- 
quito reaches the age at which she should lay 
eggs, she becomes blood-thirsty and starts in 
search of food. Unless she can get blood she can 
not produce eggs. They do not develop. She 
takes blood at the first opportunity, from either 
man or animal, as the case may be. 

After getting a blood meal the eggs rapidly 
develop in her. Then the tendency is for her to 
go back to the same place where her larval and 
pupal stage was passed to deposit these eggs. 


After she deposits her batch of eggs she very _ 


soon becomes blood-thirsty again. The tendency 
is not to go about promiscuously in search of 
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food, but to go back to the same place, just as 
bees go back and forth to the same feeding ground 
and to their hive. There is, therefore, much 
more danger of a given individual infecting his 
own family or others living in his household than 
others in the community. That is a very strong 
argument to get patients to take quinine accord- 
ing to your instructions. 

I have been asked to state just what method 
of treatment has been used or adopted for ster- 
ilization or for disinfecting the human host. We 
have found that ten grains of sulphate of quinine 
daily before retiring, for a period of eight 
weeks, will disinfect more than 90 per cent of 
cases. After relief of the clinical symptoms by 
whatever method you employ, you can expect a 
very high per cent of disinfection from that 
method. There may possibly be other equally 
effective methods, but this is a good one and is 
very satisfactory in general use. 


THE EFFECT AND MAINTENANCE 
OF INTRA-ABDOMINAL 
PRESSURE* 


By J. B. Fitts, M.D., 
Atlanta, Ga. 


IT shall ask your indulgence in a subject 
not because of its rarity but because of 
its frequency and because there is a grow- 
ing conviction that intra-abdominal pres- 
sure is a potential factor in general phys- 
ical efficiency and has an intimate rela- 
tionship with gastrointestinal disease par- 
ticularly. In recent years it has been 
somewhat apparent that certain phases 
of perverted physiological function have 
not received just the adequate recog- 
nition that their undoubted expression 
justifies. To explain abdominal symp- 
tomatology, we have been expected to 
demonstrate pathological tissue change, 
gross or microscopic, existent either within 
the gastrointestinal tract or its adnexa, or 
indirectly from pathology in or related to 
some distant focus. We have properly 
bent our efforts toward this, and certainly 
in a great many instances justifiably 
so. However, it is also true there is a 
certain percentage of cases that show a 
definite and well defined symptomotology 
without any marked objective findings. 

I have been interested in making an 


*Read before Southern Gastroenterological As- 
sociation, meeting conjointly with Southern Med- 
ical Association, Thirteenth Annual Meeting, 
Asheville, N. C., Nov. 10-13, 1919. 
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analysis and tabulation of some features 
in a group of these cases, and desire to 
recall and emphasize some phases along a 
line you are already familiar. Nor- 
mal body physiology requires a definite 
potential abdominal pressure, as it re- 
quires a definite intra-thoracic pressure, 
and any variation of the same is produc- 
tive, either of definite symptoms or of 
lowered physical efficiency. 

Intra-abdominal pressure may be defined 
as that tension within the abdominal cav- 
ity, existent within and without the con- 
tained viscera and maintained by nerve 
stimuli, the abdominal muscles, the dia- 
phragm above, and the muscles of the pel- 
vic outlet below and altered by bodily pos- 
ture, by variation in the factors that main- 
tain it, and by other indirect causes. The 
analysis of cases included the following 
points: age, sex, pregnancies. blood pres- 
sure, states of secretion and tonus and 
condition of bowel evacuation and intesti- 
nal toxemia. 


In establishing a working basis of the 
status of intra-abdominal pressure to the 
above mentioned conditions, I believe it is 
justifiable to put as criteria the tonus of 
the abdominal wall, the tonus of the gas- 
trointestinal musculature, and the relative 
position of the abdominal viscera. 

I should like to recall the effect of ab- 
dominal tension upon the general circula- 
tion. It is a known fact that low blood 
pressure is rather the rule in asthenic and 
hyposthenic individuals. In this series of 
cases representing the atonies and ente- 
roptoses, low abdominal pressure or hypo- 
tension is found in 70 per cent of cases. 
There are mechanical forces in the body 
which distribute the blood and other body 
fluids, and the fluid content of any part of 
the body may depend upon the condition 
of the tissue and be entirely independent 
of the blood circulation in the vessels, be- 
cause the distribution of blood or water 
is partly regulated by the function of the 
muscles and the influence of this function 
on the vosomotor nerves. 


The least restriction is offered by the 
abdomen, the most important organ for the 
distribution of fluid, where the fluid varia- 
tion assumes the largest dimensions. The 
attempt to raise the functional power of 
the heart is not productive of permanent 
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accomplishment, but we can regulate and 
vary the mechanical forces of the body 
which distribute the body fluids. 

Relaxed tissues absorb fluid more read- 
ily. Each muscle is both a pressure and 
suction pump which is a factor in blood 
distribution, particularly in the capillaries 
and tissues. The relaxed splanchnic area 
with its subsequent stasis of fluid is capa- 
ble of inviting a host of ills, from syncope 
to a chronic physical inefficiency. With 
this in view it is logical and practical to 
keep in mind the effect of intra-abdominal 
pressure in the pathological circulatory 
conditions. For instance, in chronic valvu- 
lar heart disease with a failing myocar- 
dium, it is possible to materially relieve 
the work of the heart, and it is good prac- 
tice in these cases to examine the abdomen 
and to correct relaxed and low tension 
states and thus assist a circulatory bal- 
ance. One is ofttimes rewarded to note a 
decided improvement in the cough, dysp- 
nea and cyanosis in these cases. 

As abdominal pressure has a relation- 
ship inseparably associated with body 
habitus, general nutrition, the ptoses, ato- 
nies and the neuro-muscular factors of the 
gastrointestinal tract, it is necessary to 
take these up briefly. Body habitus is a 
background factor with which we always 
have to deal, but regardless of this, if it 
be influenced by proper body posture, one 
can correct the deficiency.: The impor- 
tance of body posture I shall take up 
later. 

From a nutritional standpoint it is un- 
questionably true that low states of body 
nutrition are strictly productive of de- 
creased tension in the abdomen. Loss of 
visceral abdominal fat takes away from 
the intra-abdominal balance something 
which can not be compensated for. Dr. 
Einhorn, whom we have the pleasure of 
having with us today, for a number of 
years has called attention to the relation- 
ship of enteroptosis and sub-nutrition. 

The diminution in the bulk of the ab- 
dominal contents, caused by the disappear- 
ance of the normal intra-abdominal fat, 
when for any reason a condition of mal- 
nutrition develops, results in a fall of intra- 
abdominal pressure and consequently in 
visceroptosis. This is more especially seen 
in the case of the kidneys which are most. 
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likely to drop when the fat which normally 
surrounds them and helps to keep them in 
position is deficient in quantity. 

Hemmeter regards enteroptosis as a 
general ossues, visceral, nervous and vaso- 
motor abnormality. He says further in an 
article read before the American Gastro- 
enterological Association in 1910: 

“Enteroptosis is a pathologic interbreeding 
product of some inferior race that has become 
engrafted upon the Caucasian race and is now 
perpetuated by heredity among the Aryan race. 
The enteroptotic constituted a hybrid or under- 
race, produced from a mixture of two species, 
namely, a superior and an inferior species. Far 
back in the history of the race, it may have been 
acquired by part of the race during prolonged 
migration, marches, wars and exposure to hard- 
ship and compulsory vertical position for long 
periods.” 

But of greater importance than actual 
existent position of the viscera is the con- 
dition of tonus which is a predominant 
factor in normal abdominal tension. 

Atony is a deficiency of tone in the cir- 
cular fibers of the gastrointestinal muscu- 
lature, in its concentric contraction on its 
contents. This perisystole is entirely dif- 
ferent from peristalsis, which of course is 
also a motor mechanism. A lowered intra- 
gastric intestinal tension gives rise to the 
usual motor disturbances and irregularities 
characteristic of atony. It is interesting 
to note here the fact brought out by J. C. 
Johnson some twelve years ago of duo- 
denal pressure or tension. He emphasized 
this fact in its indirect relationship to se- 
cretion and function of the liver, gall- 
bladder and pancreas. 

For instance, in the formation of chole- 
lithiasis, we have as the requisite factors 
bacterial infections and stagnation of bile. 
It is rational to assume that with the cor- 
rection of stasis of bile and the establish- 
ment of freer circulation, bacterial infec- 
tion is less likely to gain a foothold. I 
should also like to recall to your attention 
the long-associated relationship between 
atonia and mucous colitis; and it is un- 
doubtedly true that where abdominal tonus 
1s re-established, many of these cases are 
markedly relieved. Likewise in these low 
pressures atonic constipation is found in 
95 per cent of cases. 

There is another factor which plays a 
most important part in its effect upon ab- 
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dominal tension, and that is the neuro- 
muscular element. Cannon in his experi- 
ments on nerve influence of the alimentary 
tract has demonstrated some exceedingly 
interesting facts. He showed that if the 
splanchnic nerves are all severed (in the 
cat) the normal movements of the gastro- 
enteric canal are not altered. If now the 
vagus nerves are cut, the immediate result 
is defective functioning. The importance 
of the tonic state is attested by injecting 
into a small vein a small dose of epinephrin 
while the gastric peristaltic waves are run- 
ning. This produces complete relaxation 
of the stomach and a cessation of peristal- 
sis. The pressure on the stomach contents 
(which measures the tonus of the neuro- 
musculature) falls to zero. A _ careful 
record of the movements of the gastric 
wall in the pyloric end with simultaneous 
record of intragastric pressure, shows the 
pressure begins to rise in the stomach. 
The tonic state begins to be established 
before peristaltic waves are generated. 
Tonus is used here to designate a state 
of more or less persistent shortening of 
the circular muscle fibres. There is estab- 
lished then a direct relationship between 
degree of tonus and internal pressure, 
which results in rhythmic contraction. 
I mention these facts to establish the vagus 
influence on gastric tonus, and as Pawlow’s 
observation demonstrated a psychic secre- 
tion, so also is there a psychic tonus. It 
is interesting to note from Cannon’s ex- 
periment that double provision is made 
for the establishment of a state of tonic 
contraction of the alimentary neuro-mus- 
culature. Its extrinsic nerves when stim- 
ulated cause an increase of tonus and when 
destroyed leave the canal in a toneless 
state. However, if the canal is entirely 
separated from the nervous system, it has 
the remarkable power of developing an in- 
dependent tonic state. Primarily we see 
that vagus influence is a dominating factor 
in splanchnic tone and rhythmical peris- 
talsis of the gastrointestinal tract. It has 
been recognized how mental stress will al- 
ter vagus stimuli and it is quite logical, 
as has long been observed, that mental 
stress, anxiety and worry will deplete the 
necessary physical tone and bring about a 
splanchnic relaxation and even in a mild 
degree will produce symptoms of impaired 
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tonus and delayed motility that these pa- 
tients show. 


In the series of cases under study, low 
intra-abdominal pressure presents the 
following syndrome: low systolic blood 
pressure, mild lassitude, mental depres- 
sion, nerve irritability, gaseous distension 
of the abdomen, distress and fullness after 
eating, and constipation. These subjective 
symptoms are quite familiar, occurring 
singly or as usual in combination. The 
general physical examination is negative. 
The blood, urine, stool and gastric con- 
tents are negative. The x-ray examination 
frequently shows a beginning hypotonicity 
of the gastric musculature with relatively 
normal position of the other viscera. More 
pronounced cases may present a more 
marked ptosis. It is to this class of cases 
that I invite your attention and in which 
if low intra-abdominal tension be remedied 
and normal tone maintained, good results 
can be looked for. The measures for the 
maintenance of such are development of 
the muscles of the abdominal wall by the 
application of proper supports, the correc- 
tion of faulty body posture, graduated ex- 
ercises and the use of the faradic current. 


Says Hertz, of Guy’s Hospital, London, 
in his admirable paper on ‘‘Enteroptosis:” 

“The viscera are normally kept in position 
by the slight positive intra-abdominal pressure 
which is maintained by the tonic contraction of 
the muscles of the abdominal wall and the pelvic 
floor. The position of the diaphragm also de- 
pends in part upon the difference between the 
negative intra-thoracic pressure and the positive 
abdominal pressure. A fall in intra-abdominal 
pressure is most frequently due to weakness of 
the abdominal and pelvic muscles. The relaxed 
muscles play an important part in the regulation 
of the innervation and circulation in the abdo- 
men, with its influence on the motility of secre- 
tion and fluids in the vessels and intestines and 
tissues can not be ignored.” 


To obtain this muscular efficiency of the 
abdomen muscles, I believe that most is 
accomplished by impressing the patient 
with the necessity of the voluntary con- 
traction of these muscles and of keeping 
them contracted at all times. That this 
is effective, I have observed in a rather 
large experience in fluoroscopy. When 
the patient is requested to contract the 
abdominal muscles, the barium-filled viscus 
can be seen to have a motility upward of 
from one to five inches and in addition, a 
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slight lateral compression. In some pa- 
tients with a marked abdominal flaccidity 
the ability of retraction seems to be prac- 
tically absent. 

The second and most effective measure 
is the application of proper supports, 
straps, and bands. It has been our practice 
to supply supports in these cases, although 
it does not necessarily alter the position 
of the stomach and colon at all. The ben- 
efit derived shows that it acts chiefly in 
increasing the intra-abdominal pressure. 
Many of the symptoms ascribed to kinks 
are really the result of low tension inter- 
fering with circulation and defecation. 

A third method is that of improving the 
strength of the abdominal wall by proper 
graduated systematic exercise, which 
should be included in the regimen of re- 
clamation. 

The second most important factor in the 
maintenance of intra-abdominal pressure 
I believe to be the correction of faulty 
body posture. It is absolutely useless to 
expect the best results in these cases by 
simply resting, strapping, exercise, feed- 
ing, etc., without insisting that the proper 
body posture be attained. 

I have observed and instructed a good 
many men in the Army in this and I am 
positive that the correction of postural 
defects was the beginning link in the chain 
that led to subsequent acquirement of vigor 
and robustness. 

Goldthwait, in an article on “The Rela- 
tion of Posture to Human Efficiency and 
the Influence of Poise Upon the Support 
and Function of the Viscera,” describes 
two common defects: 

First, an exaggerated dorso-lumbar 
curve and a compensatory exaggeration of 
the backward lumbar curve, resulting in a 
protrusion outward of the lower abdomen. 
The dome of the diaphragm descends and 
the abdominal parietes relax and conse- 
quently there is lowered intra-abdominal 
tension. 

The second type of defective posture is 
an absence of the normal dorso-lumbar 
curve, with a drooping forward of the 
head, neck and shoulders. Here there is a 
slackening of the cervical fascia, relaxa- 
tion of the abdominal wall and _ visceral 
ptosis. The correction of both of these 
types of spinal defects is of paramount 
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importance before we can hope for results 
from other methods. In addition to other 
measures in the treatment of deficient ab- 
dominal tonus and lowered intra-abdom- 
inal tension, I would mention the value of 
the faradic current, applied to the back 
and abdomen for a period of twenty min- 
utes every other day. After its continu- 
ance there is noted an improvement in 
abdominal innervation, less flacidity of the 
abdominal wall and an increased tone in 
the musculature of the whole gastro-in- 
testinal tract. 

In conclusion, I should like to recall the 
following principles: 

First, that normal intra-abdominal pres- 
sure is a necessary physiological entity. 

Second, that low intra-abdominal pres- 
sure is a factor in general physical inef- 
ficiency. 

Third, that it is of particular impor- 
tance in disease of the gastro-intestinal 
tract. 

Fourth, that it can be maintained by 
the application of physiological principles. 


DISCUSSION 


Dr. Sidney K. Simon, New Orleans, La.—We 
have very often in the past drifted into the 
thought that enteroptosis or visceroptosis is in 
itself a distinct clinical entity. That is a mis- 
take. I do not think the physical descent of the 
abdominal organs in itself constitutes a distinct 
entity, but that it is the expression of some un- 
derlying primary, fundamental, constitutional 
state. And unless we get that conception we 
are liable to treat a disease only half way. The 
mere applying of abdominal support in these 
cases must be considered as only a_ half-way 
measure. Intra-abdominal pressure, as Dr. Fitts 
has said, may be due to something distant from 
the abdominal organs. The importance of pos- 
ture is another point which struck me_ very 
forcibly. We had that brought before this As- 
sociation two years ago by Dr. Basler in a very 
beautiful exposition of that subject in which he 
showed diagrams of the various postures in indi- 
viduals with normal abdominal function, then 
defective postures and the corrections by proper 
instruction and proper appliances, proper exer- 
cises, etc., showing all this to be important in 
the treatment of the average case of what we 
formerly called visceroptosis, which really was 
not a diagnosis at all. 


_ Dr. George M. Niles, Atlanta, Ga.—The sub- 
Ject of intra-abdominal pressure is worth consid- 
eration in regard to bodily well being and bodily 
temperament. Dr. Weir Mitchell called tempera- 
ment “the climate of the mind.” How can we 
expect an individual to possess an even tempera- 
ment when there is lack of intra-abdominal pres- 
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sure, a sensation of insufficiency, a dragging-down 
owing to lack of firmness of support? How can 
we expect an individual to be temperamentally 
satisfied and cheerful under those circumstances? 

The first consideration is lack of intra-abdom- 
inal pressure by lack of tonicity, as Dr. Fitts has 
mentioned. We notice that in these multiparous 
women with lax abdominal muscles, all of the 
supporting elements are relaxed and everything 
is sagged down in the pelvis. They let their 
shoulders droop, they have no strength and com- 
plain of weak back. These are the complainers 
and whiners. 

The other point I want to bring out more par- 
ticularly, and which I do not think Dr. Fitts cov- 
ered very completely, is the necessity of abdom- 
inal fat. The benign influence which it exerts on 
the whole physical and mental economy is not 
fully appreciated. Have you not noticed in lit- 
erature how the fat people are supposed to be 
cheerful and happy? Shakespeare said, “Give 
me fat, round men, that sleep o’ nights.” The 
presence of fat in the abdomen gives bodily 
cheer to the individual, because it supports the 
viscera and gives a sense of comfort and well- 
being. But, after all, this does not add to the 
individual’s strength and power and mentality 
and efficiency, except indirectly. But just as 
carrying a gun, even though it is not loaded, 
gives a man courage and strength he would not 
otherwise possess, so the presence of fat in the 
abdomen, supporting and holding the viscera in 
its proper place, giving that proper intra-abdom- 
inal tension which Dr. Fitts so beautifully de- 
scribes, does give a certain amount of satisfaction 
and good cheer. 


Dr. G. Canby Robinson, St. Louis, Mo.—Dr. 
Fitts mentioned one point that I wish to empha- 
size, namely, the importance of the effect of proper 
intra-abdominal pressure upon the circulation. I 
have seen a number of cases of cardiac failure 
definitely improved by the wearing of an abdom- 
inal support. The large abdominal veins are 
prone, in case of lowered intra-abdominal pres- 
sure, to become distended, and when the intra- 
abdominal pressure is raised by abdominal sup- 
port the circulation is improved and the cardiac 
insufficiency is definitely benefited. I have seen a 
case in which the abdominal support seemed to 
make the difference between a state of chronic 
invalidism due to myocardial and vascular failure 
and one of comparative comfort and health. 


Dr. Max Einhorn, New York, N. Y.—I want to 
mention two points. One is that in one type of 
hepatoptosis where there is a slipping down of 
the liver we sometimes find a sort of asthmatic 
condition, difficulty in breathing. The patient 
sleeps all right, but when he is up he can not get 
enough air. I have had a number of such pa- 
tients. When I examined them I found that the 
liver had prolapsed. Then I knew why they felt 
that way. It is characteristic of these patients 
that they do not need to have many pillows to 
sleep. They are very comfortable when lying 
down, which is different from a true asthmatic 
condition. If you lift the abdomen up they can 
breath better and ‘will tell you so right away. 
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Why? Because the abdominal pressure is re- 
lieved. Here the abdominal bandage is of the 
greatest use. 

The second point is that it is of the greatest 
importance in these cases to feed them well. All 
these patients are in a debilitated condition; they 
have not taken food enough and that has aggra- 
vated their trouble and even produced it. If a 
patient is not properly nourished, if he has had 
typhoid fever and there is a condition where he 
has not had enough food to fill his abdomen, the 
intestines will drop down. It is not a congenital 
condition in that case. It is the same way with 
a woman who has had a child and gets up too 
early without a proper bandage. These cases can 
be permanently cured by feeding them, putting 
on flesh and fat. When they gain thirty or forty 
pounds if you look for the prolapsed viscera you 
will not find them. We do not always have to 
deal with a congenital condition, but frequently 
rather with one which is provoked. 


Dr. Fitts (closing).—I am very glad that you 
all emphasized the importance of forced feeding 
and fat in these cases. Where there is a loss 
of intra-abdominal fat you take away something 
which can not be dispensed with and which can 
not be compensated for. 

I would like to mention two other factors that 
I did not take up. It is a question in some of 
these cases whether there might be some possible 
altered pituitary secretion. We all know the 
governing influence of the pituitary gland. 

I also would like to mention the fact that in 
the medical treatment of gastric ulcer it is well 
to keep in mind the maintenance of intra-ab- 
= pressure, as it will probably quicken the 
results. 


THE OCCURRENCE OF GALL-STONES 
IN YOUNG INDIVIDUALS* 


By JULIUS FRIEDENWALD, M.D., 
and 
ALFRED ULLMAN, M.D., F.A.C.S., 
Baltimore, Md. 


Gall-stones may occur at any age. 
According to Trousseau,' the condition is 
observed most frequently in adults be- 
tween the thirtieth and fiftieth year, not 
uncommonly in older people and as a rarity 
in new-born infants. Youth, however, 
does not confer any absolute immunity. 
He reports cases that he had met with in 
two young women of sixteen and seven- 


*Read before Southern Gastroenterological As- 
sociation, meeting conjointly with Southern Med- 
ical Association, Thirteenth Annual Meeting, 
Asheville, N. C., Nov. 10-18, 1919. 

From the wards of the Hebrew Hospital, Balti- 
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teen years, respectively, and one in a girl 
of nine years. 

G. Harley”? adduced statistics to show 
that 75 per cent of gall-stone cases occur 
after the fortieth year of life and 1 per 
cent under the twentieth. Brockbank® em- 
phasizes the fact that cholelithiasis is 
rare under the twentieth year of age. The 
cases occurring in early life he divides into 
two groups: those in which the process 
begins in intra-uterine life and those tak- 
ing their origin after birth. A striking 
example of the first group is the case re- 
ported by Wendel‘ of a child eleven days 
old in whose gall-bladder ninety small 
cholesterin calculi were found. J. Thom- 
son’ collected seven cases in infants either 
still-born or dying within the first month 
who were jaundiced and in whom gall- 
stones were found in the ducts. He sug- 
gests that gall-stone formation and con- 
genital obliteration of the ducts depend 
upon the same inflammatory process. Still® 
collected ten cases, including seven re- 
ported by Thomson, in which small calculi 
were present in infants who had died 
within a month after their birth, and 
twenty-three cases in children under the 
age of fourteen. Although he regards it 
as almost impossible to draw a line be- 
tween cases beginning in intra-uterine life 
and those taking their origin after birth, 
he thinks that in all probability in many 
instances in which clinical manifestations 
have first been noted months or years 
after birth the process may have had its 
origin in intra-uterine life. He reports 
four cases in which autopsies had been 
performed. In the first, that of a child 
aged nine months, vomiting and clay-col- 
ored stools were noted, but no jaundice or 
colic. After death, which occurred from 
some other cause, eleven small, black, fri- 
able calculi were observed composed of 
pigment, three of these calculi being im- 
pacted in the common duct. In the second 
case, that of a female eight months old, 
dying of tuberculous meningitis, there was 
neither jaundice nor abdominal pain, but 
at autopsy three minute pigmented ca!culi 
were observed in the gall-bladder. In a 
third instance, a male infant had abdom- 
inal pain and vomiting, but no jaundice; 
calculi were found similar to those in the 
second case. He also describes a fourth 
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case, in which there had been recurrent 
vomiting, abdominal pain and jaundice. 
According to this observer, biliary calculi 
are at times found during intra-uterine life 
and he thinks that viscosity of the bile in 
infancy is probably associated with the 
formation of calculi. Lientand and Val- 
laix also record instances of gall-stones in 
new-born infants. 

Brockbank has called attention to the 
fact that, inasmuch as typhoid and colon 
infections are not infrequent in early life, 
it is rather surprising that cholelithiasis is 
so rare, although gastro-intestinal disturb- 
ances are common. Wendel has suggested 
that the application of a tight binder to 
an infant’s abdomen by inducing biliary 
stasis might dispose to the formation of 
calculi. Serveniere’ collected the notes on 
twenty-six cases of biliary calculi in pa- 
tients under the age of fifteen. 

Moynihan® emphasizes the fact that age 
and sex have a great influence in the 
formation of gall-stones and quotes the 
following statistics of Schroeder. These 
are based upon all of the cases examined 
at autopsy by von Recklinghausen at 
Strassburg between the years 1880-1887. 
The patients were of all ages, including 
children. 


vy 
3 ak 
Age of Patients of S52 4 
UE | 82 2 2.4 
21 to 30.. 188 6 3.2 
60 one over.................. 258 65 25.2 


Eisendrath’ reported two cases of gall- 
stone disease in girls of fifteen years of 
age. He states that Khantz'° was able to 
collect the reports of only fifteen cases in 
childhood up to 1913. Of these, five were 
autopsy observations, one tvas observed in 
a new-born infant and in nine cases the 
diagnosis was confirmed by operation. 
The symptoms differed little from those 
observed in adults. All of the patients 
above the age of thirteen were girls. In 
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four of the nine patients operated upon, 
calculi were noted up to twenty in num- 
ber. He also calls attention to Wharton’s!! 
case in which an acute empyema of the 
gall-bladder was found in a girl of fifteen 
three weeks after an operation for acute 
appendicitis, evidently a double infection. 

Since 1896 we have met with five cases 
of cholelithiasis occurring in adolescents, 


-three of whom came to operation, the diag- 


nosis in the other cases being made fron 
the passing of gall-stones. 


Case 1.—I. W., male, aged seventeen years, 
had suffered from intermittent attacks of acute 
abdominal pain for a year. The attacks had ap- 
peared at irregular and infrequent intervals at 
first, not oftener than once a month, but later 
they had recurred once or twice a week. The 
suffering was severe enough to require hypo- 
dermic injections of morphia for relief. The 
pains began in the epigastrium and under the 
right costal arch and radiated toward the right 
shoulder-blade. They were accompanied by chilly 
sensations, often with a moderate temperature, 
100 to 101.5°, and occasionally were followed by 
jaundice lasting from five to six days. There 
was a good deal of nausea and occasionally vom- 
iting. Between the attacks the patient was per- 
fectly well, though recently he had been troubled 
with indigestion (pressure and fullness after 
meals, and hyperacidity) and some loss of flesh. 

Physical Examination.—The patient was well 
built; there was no evidence of jaundice; the 
heart and lungs were normal. The abdomen was 
soft, the edge of the liver was palpable and there 
was slight tenderness on pressure over the right 
costal arch; elsewhere there was no enlargement 
or tenderness. The urine and the blood examina- 
tion were normal. A diagnosis of cholelithiasis 
was made. 

The patient was operated upon by Dr. J. M. T. 
Finney through a right rectus incision. The 
gall-bladder presented itself at once much dis- 
tended. It was incised and numerous small cal- 
culi were recovered. Drainage was_ instituted 
and the patient made an uneventful recovery. 

Case 2.—T. S., white, female, 15 years of age, 
complained of acute attacks of abdominal pain. 
These pains have appeared at varying intervals 
for the past year and a half. Sometimes the 
pains were of short duration, but recently they 
have become more frequent, occurring at inter- 
vals of every two or three weeks, and have been 
so intense at times that hypodermic injections of 
morphia were necessary. The attacks were ac- 
companied occasionally with chilly sensations and 
slight fever; frequently with nausea and intense 
vomiting, the vomitus often containing bile. 
There was no history of jaundice. 

Physical Examination.—The patient was a 
rather poorly-nourished girl, weighing ninety-four 
pounds. There was no evidence of jaundice. The 
heart and lungs presented nothing abnormai. 
The abdomen was soft; there was no tenaerness 
anywhere except to a slight degree in the right 
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upper yuadrant under the costal arch; but in 
this area there was marked muscle spasm. The 
liver was apparently not enlarged. There were 
no palpable masses. 

Diagnosis, cholelithiasis. 

Operation by the late Dr. J. W. Chambers. A 
right rectus incision was made. A_ distended 
gall-bladder was revealed and numerous small 
calculi were removed. The _ gall-bladder was 
drained. The patient made an uneventful recov- 
ery. 


Case 3.—M. I., female, aged sixteen years, pre- 
sented herself for treatment for abdominal pain. 
She had been well until two months before ad- 
mission. At that time she was seized with in- 
tense abdominal pain, followed by nausea and 
vomiting, which were only relieved after a hypo- 
dermic injection of morphia. She had no chills 
nor fever, but the next day jaundice was noted, 
which became more intense on the third day, but 
gradually disappeared after four or five days. 
The patient was instructed to watch her stools, 
and on the sixth day after the attack passed four 
calculi containing cholesterin. Later she had 
four similar attacks, three of which were mild. 
After two of these attacks calculi were observed 
in the stools. 

Physical Examination.—The patient is a rather 
stout, well-built girl, weighing one hundred and 
fifteen pounds. There is no evidence of jaundice. 
The abdomen is rather tender under the right 
costal arch and the liver edge is just palpable. 
There is no tenderness and no masses are felt 
elsewhere in the abdomen. 

Several calculi presented at the time of exam- 
ination and passed in previous attacks, when ex- 
amined, gave every evidence of being gall-stones. 
The patient refused operation. 


Case 4.—M. K., female, aged seventeen years, 
was seen in consultation with the late Dr. Guy 
Litsinger. 

She had definite attacks of gall-bladder colic 
for five months. Many of these were accom- 
panied by nausea, vomiting, chills and fever and 
followed by jaundice. On two occasions small 
calculi were passed in the stools. 

On examination there was marked tenderness 
under the right costal arch. No enlargement of 
the liver was noted. Operation was advised, but 
was declined. 


Case 5.—Miss A. S., female, aged eighteen 
years, was advised to enter the Hebrew Hospital 
for pain in the right side of the abdomen. Her 
general health had always been good and there 
was nothing of importance in her family or pre- 
vious history except that she had suffered from 
chronic constipation for two years, which had 
become more aggravated for the past six months. 
Two or three days would often pass without a 
bowel movement. Within the previous six months 
the patient had complained frequently of heart- 
burn, particularly in the evening after her heav- 
iest meal. 

About seven months before admission she was 
suddenly seized with pain in the right side of 
the abdomen, which lasted for a few hours. No 
other symptoms were noted at that time. About 
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two months before admission she had a similar 
attack which lasted several hours. 

Her present illness began a week before ad- 
mission into the hospital. She was suddenly 
seized with nausea and a sensation of heaviness 
in the epigastrium. There was no vomiting. The 
discomfort in the epigastrium increased and 
finally became an intense pain which extended to 
the right side as far as the umbilicus. The pain 
lasted almost a day and then ceased. No jaun- 
dice was noted by the patient. 

Physical Examination.—The patient was very 
well nourished. The heart and lungs were nor- 
mal. There was no evidence of jaundice. The 
abdomen was soft, but at the level of the umbili- 
cus and extending perhaps an inch below this 
area to the right a definite pear-shaped mass was 
palpable which was tender on pressure and which 
moved with respiration. The abdomen was other- 
wise negative. On account of the age of the pa- 
tient, the recurrence of acute attacks in the right 
side and tenderness in this area, the diagnosis 
of appendicitis was made, although the palpable 
pear-shaped mass, which was somewhat too high 
to be an appendix, led us to consider the ques- 
tion of gall-bladder involvement. The urine was 
normal. The blood count gave 19,200 leucocytes 
with seventy-nine per cent polymorphonuclears. 

At operation a right rectus incision was made. 
The gall-bladder presented itself and upon fur- 
ther examination was found tense and about four 
times its normal size, extending to the level of 
the umbilicus. On palpation calculi could be felt 
and the gall-bladder was emptied-of five stones 
the size of chestnuts. A cholecystectomy was 
performed. 

The appendix was found normal, but was re- 
moved. The patient made an uneventful recov- 
ery. 

Pathological Report.—The gall-bladder was 
much enlarged and thickened. It measured 9x3x1 
inches. The serous surface was covered with 
adhesions and a fibrous exudate which showed 
signs of organization. On section the lumen was 
patent. The mucosa appeared necrotic, and many 
hemorrhagic areas were observed in the mucous 
and submucous layers. The walls of the gall- 
bladder were greatly thickened due to new con- 
nective tissue growth. 

Microscopic Examination—The mucosa was 
eroded and necrotic. There was much hemor- 
rhage and many areas containing bacteria. The 
submucosa was edematous and very hemorrhagic. 
The most remarkable condition was the new 
growth of connective tissue having its origin in 
the submucosa and separating the muscle fibres 
widely. The cells were of the fibro-elastic type 
with many new blood vessels. There was every- 
where throughout the wall a diffuse infiltration 
of lymphocytes and polymorphonuclear cells. 

Diagnosis, acute and chronic cholecystitis. 


From our own observations, together 
with those of other writers, the following 
conclusions may be drawn: 


1. Gall-stones are rarely observed before 
the twentieth year, though youth affords 
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no absolute immunity. In our five cases 
the ages varied between fifteen and 


eighteen years. 

2. As in older individuals, in the young 
the condition is found more commonly in 
females than males. In our group there 
were four females to one male. 

3. The clinical picture in the young is 
quite similar to that observed in adults. 
Pain and tenderness under the right costal 
arch are constant symptoms and were 
present in all of our cases. Jaundice is 
common and was present in three of our 


cases. 

4. In none of our cases was there evi- 
dence of any focal or general infection 
which could be considered as a causal fac- 


tor. 
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DISCUSSION 


Dr. J. C. Johnson, Atlanta, Ga.—My personal 
experience with such cases is almost nil, but I 
do not doubt it is due to my ignorance or inability 
to make a diagnosis—not that I have not looked 
for them, but I have not been able to find them 
Like all practitioners, I have seen a lot of gall- 
bladder trouble in children. Gall-stones do not 
form spontaneously. In the children mentioned 
in these statistics they had not had typhoid fever, 
they had not had appendicitis, they had no evi- 
dence of any pre-existing infection, so the ques- 
tion is, what caused these gall- stones? Why the 
formation of gall-stones, not starting necessarily 
in the gall-bladder, or the stomach, not involving 
necessarily any of the ferments? We have some- 
thing about the metabolism that we do not under- 
stand and which is the basis of the formation 
of gall-stones. When the profession answers that 
question of the primary cause of stones in the 
gall-bladder, they will answer the question as 
to the essential pathology of the gall-stone. 


Dr. Max Einhorn, New York, N. Y.—I think 
gall-stones in the young are very rare. At least 
we do not diagnose them. I had one case, a boy 
about seventeen. About seven years ago he came 
with typical attacks of severe pains appearing 
once every three months, or more frequently, 
lasting only a half day. Then they would dis- 
appear and he would be all right. We had him 
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under observation and we found he had also a 
high temperature and all the symptoms which 
we ascribe to cholecystitis. We examined his 
bile and found it extremely turbid. We watched 
him a while, and after we gave him a lavage of 
the duodenum especially, he used to feel better 
until another attack. We advised operation, but 
the family were not willing. That is a case in 
which I think we have to deal with stones in the 
gall-bladder but we can not, on account of his 
not having been operated upon, get any confirm- 
atory evidence. We very frequently find young 
people with attacks of jaundice and infection of 
the gall-bladder, but I think this is one case in 
which we would have found gall-stones. 


Dr. John J. Jelks, Memphis, Tenn.—I would 
like to ask the doctor if he made a careful micro- 
scopic examination of the contents of the various 
gall-bladders? I think there is a question as to 
the precipitating cause in some cases. I recall 
one case of formation of gall-stones beyond a 
liver abscess. We opened this liver and removed 
five stones from the ducts. Therefore, I think 
that infection plus pressure may have a great 
deal of bearing in these cases. I do not believe 
that you ever have gall-stones without infection. 
The Doctor says that he has not found focal in- 
fection in some of these cases. That does not 
deny the fact, as I believe it to be, that infection 
did exist. Often we find a child with a little 
temperature, not much, and yet it may run for 
weeks. We examine the urine and find it loaded 
with colon bacilli, and that child is not having 
what the physician supposed it to be, but that 
child is having a colon bacilluria, an infection, 
and that I feel is responsible for some of the 
cases of gall-stones. ~ 

Dr. Arthur W. Calloway, Asheville, N. C.—I 
want to report one case, which was undoubtedly 
cholecystitis following typhoid fever. This boy 
had typhoid fever when he was fourteen, and he 
had some four to six violent attacks of colic fol- 
lowing in the course of one year. Clinically, I 
would say he had cholecystitis and _ gall-stones. 
The manifestations of cholecystitis and_ gall- 
stones are synonymous, that is, you do not have 
gall-stones unless you have cholecystitis. If chil- 
dren can have typhoid fever, then why can they 
not have gall-stones, because we know they have 
infected gall-bladders. The point I make is that 
this child had an infected gall-bladder, but I do 
not know that he had gall-stones, but he did have 
symptoms to justify that conclusion. I do not 
see why children should be immune to gall-bladder 
infection and subsequent formation of stones. 

Dr. Friedenwald—None of our cases showed 
any evidence of focal infection. I am sure, how- 
ever, that this condition must have existed, al- 
though it was not evident from any examination 
that was made. 

Dr. Jelks—Was there any evidence of there 
having been a primary infection of the gall- 
bladder? 

Dr. Friendenwald.—Yes, the last case showed 

a chronic inflammation of the gall-bladder. 
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WHAT ARE WE DOING FOR THE 
MENTALLY BACKWARD CHILD? 


By CHAs. E. BOYNTON, A.B., M.D., 
Atlanta, Ga. 


This is intended to be a general discus- 
sion rather than a minute consideration 
of the subject. 


What are we, as physicians, doing for 
the very young child who is evidently be- 
low the standard of normal mentality? Is 
he to remain so, or will he be given the 
opportunity to take his rightful place in 
human society ? 

The subject of “backward children” is 
an enormous one and embraces many types 
of backwardness from different causes, 
some of which are more or less removable 
or remediable. Many physicians seem to 
be satisfied to class them all as imbeciles 
or idiots, and to let it go at that. In tak- 
ing this attitude, are we not shirking our 
duty ? 

What constitutes “backwardness ?” 

The cases vary as to type: 

1. The child who is unable to keep fully 
abreast of his fellows at school. This is 
a very large class and, in many instances, 
the cause is slight, easily found and easily 
remedied. The removal of adenoids and 
the fitting of glasses often changes a child 
so that he may become normal. 

2. A group of cases where toxic condi- 
tions are the underlying cause. 

3. A very large number are due to par- 
tial or complete interference with the func- 
tions of the endocrine organs. Cretins 
are fairly easily recognized, but slight 
deficiency of the thyroid is not so easily 
detected. Trouble with the pituitary, ad- 
renals, etc., is less understood and, when 
all are involved, the picture is even more 
obscure. 

4. Syphilis of the nervous system is re- 
sponsible for many cases of backward- 
ness. If results are to be obtained in 
these cases, treatment must be begun early 
and be thoroughly carried out. 

5. Injuries during birth may be so ex- 
tensive that life itself soon ceases. In 


*Read in Section on Pediatrics, Southern Med- 
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others the injury is less marked, but 

leaves an impaired brain and a more or 
less marked spastic condition of the body. 
Still, the patient reaches adult life. The 
brain which is left is often capable of 
very marked improvement, and the ortho- 
pedic surgeon can do a great deal toward 
helping to overcome the physical disabil- 
ity. 

6. As to the microcephalic cases, many 
of these are beyond hope, but some of the 
less marked show definite improvement. 

A few years back, without thinking, I 

agreed to give a paper on backward chil- 
dren before an educational convention. 
When I began to write that paper a few 
days later, I found I knew nothing about 
it, and, I might add that I know very lit- 
tle more about it today. I tried to be re- 
leased. The program was on the press 
and in ten days the convention was to be 
called to order. I took the train for New 
York. Finding nothing on the subject, I 
went to Philadelphia and there met Dr. 
Lightner Witmer, the psychologist. He 
was leaving that afternoon to deliver an 
address in Pittsburg, but gave me a very 
pleasant half hour at luncheon. Gentle- 
men, from that conversation with Dr. 
Witmer this sentence has constantly been 
running through my mind: “True idiocy 
is incurable, but no case is to be diagnosed 
as an idiot until all possible means of 
treatment have been exhausted.” After 
this conversation I went out to Dr. Wit- 
mer’s school, which then was in its in- 
fancy and contained but seven pupils. 
They showed me a little girl of seven or 
eight years, who had been brought there a 
few months before as a “staring idiot,” a 
child who stayed where placed and never 
uttered a sound. I held quite a conversa- 
tion with her. She told me about the 
Christmas tree which was in the room 
and dolls which she had received from the 
tree. The matron told me that this child 
had named these dolls without any sug- 
gestions from others. She had originated 
the names—a direct evidence of intelli- 
gence. From that day on I have tried not 
to tell a mother that her child was a blank 
and could not be improved. I have, in a 
number of instances, seen marked im- 
provement follow, little brains awakened 
which looked utterly hopeless. 
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There is a side to this question which, 
perhaps, is overlooked, and that is the 
parents of backward children. I know of 
no one who needs more encouragement— 
not pity—than the mother of a backward 
child. The child is ever-present. She can 
not get away from it. The burden is hers. 
Again I say she needs encouragement. 

Are we doing our duty toward the par- 
ents of these children when we bluntly 
tell them that “the child is an imbecile 
or an idiot,” or that “the child represents 
an accident of development and nothing 
can be done,” or more humanely tell them 
that “the child may outgrow the con- 
dition,” or, as one was recently told, 
“to wait two years and perhaps something 
could then be done?” If we could know 
positively the outcome of every case, we 
might be justified, although cruel, in our 
bluntness, but we are not certain in a 
large number of cases. 

The most notable case on record is that 
of Helen Keller, as you know, a little girl 
blind, deaf and dumb, whose brain, when 
Miss Sullivan took charge of her, could 
not be reached in any way for months; 
and now that same little girl is a graduate 
of Radcliff College, writes beautiful Eng- 
lish on the typewriter, and has even 
learned to speak despite her absolute deaf- 
ness. 

We learn from Vierordt that the brain 
doubles or trebles in weight during the 
first year, that it continues to grow rap- 
idly up to the sixth year, and much more 
slowly up to the fourteenth year, when it 
about reaches its maximal size. “Changes 
in structural complexity may continue in- 
definitely.” In order to get the best re- 
sults it is essential that treatment should 
be begun early and pushed to the utmost 
while the growth of the brain is most ac- 
tive. 


DIAGNOSIS 


The Mongol and the markedly micro- 
cephalic child can often be detected in the 
first few weeks of life, but in the vast ma- 
jority the backwardness can not be told 
with certainty under six months, and of- 
ten not until a later date. Even with 


cretins, who present such a typical ap- 
pearance later, the trouble is generally 
not suspected during the early months. 
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In most cases the backwardness is only 
determined by the fact that the child fails 
to do the things which normal children 
do at certain ages. The early symptoms 
upon which most reliance can be placed 
are: the facial expression, feeble or absent 
grip, marked inertia, failure to nurse, to 
hold head steadily erect, to sit alone, to 
reach for objects in a co-ordinated way, 
to notice things, to concentrate, to dis- 
tinguish between mother, nurse and other 
people; and failure to walk or to talk at 
the proper age. The stigmata of degen- 
eration are merely secondary signs and 
are not to be relied upon. They are merely 
confirmatory when connected with signs 
of mental dullness. 

No boy or girl is responsible for the 
brain he or she possesses at birth, and is 
only partly responsible for the extent to 
which that brain is developed. In a sense 
all brains are blank at birth, and all pos- 
sess the possibility of development to a 
greater or less extent. In some, the de- 
velopment, from one cause or another, 
has been very slight. In others, the de- 
velopment has been much less than it could 
have been had the child been taught to 
concentrate, obey, etc., in early life. In 
other words, the child who is allowed to 
follow its own inclinations in many cases 
turns out to be anything but a credit to 
its instructors. Other children, in less 
fortunate circumstances, but having 
learned through necessity to think and to 
exercise their brains, have later made re- 
markable records for themselves. 

Leaving out those cases where there is 
evident gross defect in development of 
the brain, autopsies performed cn_ so- 
called idiots or imbeciles, or feeble-minded 
persons, have shown brains which gave 
no apparent reason for the feeble-minded- 
ness—brains which, to all appearances, 
were normal. The main differences be- 
tween the brain of the most intellectual 
and the uneducated person are merely 
those which have been brought about by 
brain exercise, as muscles are strength- 
ened and enlarged by use. I believe, if 
any perfectly normal person could have 
been isolated from birth, so that he could 
neither see, hear, feel nor exercise any 
of his special senses, that no impressions 
would have been made on that brain. In 
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other words, that brain would not have 
been exercised and would have remained 
in the blank condition in which it arrived 
in this world. That individual would have 
been a so-called idiotic or feeble-minded 
person. 

What do we mean by a so-called idiotic 
or feeble-minded person? If we mean that 
every case has a gross underlying brain 
lesion and is incurable, then we have made 
a prognosis as well as a diagnosis and, 
consequently, doomed that child, so far 
as we are concerned, to permanent idiocy, 
because we consider him incurable and do 
not try to relieve him. If we mean that, 
for some reason the brain may be retarded 
in its development and that as a result of 
this retardation the child is either tem- 
porarily or permanently feeble-minded, we 
have merely made a tentative diagnosis of 
the present condition of the patient and 
have not given an unfavorable prognosis, 
and consequently are then in a position to 
hunt for and possibly find and remove the 
cause of the retardation. This is very 
frequently illustrated in the early school 
life of a child who appears stupid or feeble 
mentally, simply because he can not see 
nor hear from the seat he occupies. Again, 
occasionally we see an infant who appeared 
normal for the first few months—as long 
as he had a sufficient amount of thyroid 
secretion which had been absorbed from 
the mother during fetal life—begin to slow 
up and cease to develop both mentally and 
physically, because he could not produce 
his own thyroid secretion. After the pic- 
ture is sufficiently developed, we today 
recognize the typical cretin and supply the 
necessary substances. The retardation 
gradually disappears and the child be- 
comes normal, or nearly so. In the past 
a cretin was doomed to permanent idiocy. 

In recent years disturbances of the pit- 
uitary, as well as other of the endocrine 
glands, have been found to be at the bot- 
tom of some cases, and I have no doubt 
that in the future many apparently hope- 
less cases will be relieved through animal 
therapy. 

Again, we all know that other parts of 
the body, the teeth, for example, are de- 
layed in their development by any pro- 
tracted illness and later begin to grow 
again, although not to the same perfection, 
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after the illness is over. The same is true 
of the bones, where a properly balanced 
diet is lacking, as in. rickets. 


It seems to me that it is quite possible 
for the brain to develop slowly, or be re- 
tarded temporarily, if it does not receive 
proper material for brain growth. Dis- 
ease may directly interfere with brain de- 
velopment either temporarily or perman- 
ently, partially or totally. 


I have a little patient who evidently had an 
encephalitis following an attack of influenza last 
March. When I first saw him in August, 1919, 
at seven months of age, he had been sleeping for 
two months. He could not be aroused and made 
no sound. There was some spasticity. The pu- 
pils were contracted, unequal and irregular in 
outline. He did not concentrate and the mother 
did not know whether he could see her or not. 
A competent ophthalmologist reported no local 
destruction of nerve tissue and believes the fail- 
ure to concentrate to be of central origin. This 
baby can now be aroused very easily, cries vig- 
orously if spoken to sharply, concentrates, pupils 
less contracted but still unequal and irregular, 
and is beginning to notice things and stays awake 
for long periods. He is improving rapidly. How 
far he will advance I do not know. 


On July 15, 1919, a little girl was brought to 
my office. I was tempted to say “hopeless.” A 
microcephalic, two years old, was hard to resus- 
citate at birth, and has had convulsions and has 
been rigidly spastic since then. The mother was 
advised by her doctor when the child was eight 
months old that he could do nothing—‘“not to 
see any doctor, but let her outgrow it.” 


Examination showed the mental condition abso- 
lutely blank. The head was 16% inches in cir- 
cumference (occipito-frontal); eyes, continuous 
nystagmus; pupils minutely contracted; head 
dropping in any direction; vacant stare; arms. 
and legs extended and perfectly rigid, and the 
hands were clenched and could not be brought 
together in the mid-line. Any sudden noise or 
disturbance brought on a convulsion. She had 
to be carried in a horizontal or upright position, 
as her body could not be bent. The mother made 
the statement that the baby held up its head 
better at six months than now. On this I de- 
cided to try thyroid and iodin. I was amazed on 
September 16, 1919, to find that the arms and 
legs were hanging flexed and the baby was un- 
folding her hands and moving her fingers. The 
hands can now be placed in her mouth and her 
heels can be made to touch her buttocks. The 
pupils are normal in size and react. The con- 
stant nystagmus has gone and convulsions are 
much less frequent. The expression is less va- 
cant. She can hold up her head for a moment 
and, when talked to, turns her head in that di- 
rection but does not concentrate. Treatment to 
date has been used for three months and one 


week. 
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Again, mental as well as physical devel- 
opment may be interfered with by toxic 
materials circulating in the blood. 


At present I have a very interesting but 
rather complicated little backward patient nine 
months old. The mother inherited syphilis. She 
had a four-plus Wassermann, was treated, and 
for three years previous to the birth of the child 
had shown a negative reaction. Another Was- 
sermann taken during pregnancy was negative. 
The baby had a suggestive saddle-shaped nose 
and repeated convulsions. During convulsions, 
and at times between them, the fontanel was 
bulging and tense. At other times it was sunken 
and soft. The child’s spinal fluid was negative. 
This baby has been treated with mercury, both 
internally and by inunctions. The convulsions 
and backwardness, as shown by its facial expres- 
sion, lack of co-ordination, inability to hold up 
its head or to sit alone, were still present when 
I fell heir to the case on September 16, 1919. I 
found that this baby had always nursed. The 
stools were always green or sour and full of 
mucus and curds, and the bowels had _ never 
moved except with both laxatives and enemas. 
The breast milk was very poor in quality and 
greenish in color. I continued the same anti- 
syphilitic treatment, added a malt-soup modified 
milk, administered small amounts of iodin and 
gave a daily dose of Epsom salts. The bowels 
began moving and the stools immediately became 
yellow. The child began taking interest in 
things. The muscles became more firm. She now 
sits alone and has had no more convulsions at 
the last visit. I have made no positive diagnosis 
and do not know the ultimate outcome. I believe, 
however, that the convulsions, with at least a 
part of the backwardness, were due to long-con- 
tinued intestinal toxemia due to poor breast milk 
and to constipation. 


A baby fourteen months old at first seemed to 
the mother to have been much better than when 
brought to the office. For the first few months 
she cried all the time. She was a breast baby. 
She had begun to sit alone, notice things, etc. 
Finally she became drowsy and stupid and was 
carried to Memphis, where she was treated for 
pyelitis. At the time I saw her she was a per- 
fect blank mentally. She could be held in a 
sitting posture, but made no effort to sit alone. 
She would nurse, but would take no other food. 
She was perfectly quiet, did not concentrate, and 
the mother said she could not tell whether the 
child either saw or heard her. Her grip was 
very feeble. I burned matches before her eyes, 
held bright objects—almost touched her eyes 
with my fingers—made noise close to her ears, 
etc, and got absolutely no response. If I had 
had to make a diagnosis it would have been a 
blank, staring idiot. I told the mother I thought 
I could see a spark of intelligence way back in 
the eyes, but was not sure and could not promise 
her anything. As this was better than anything 
she had been told, she decided that she would try 
me. The urine was negative; the bowels consti- 
pated and, from time to time, there was diarrhea, 
offensive and showing undigested food. I tried 
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to get her to take her bottle and other food, but 
with poor success. She was treated for constipa- 
tion and indigestion. Convulsions occurred from 
time to time. Blood count and Wassermann were 
negative. I gave iodin in small doses and also 
small doses of thyroid extract. I insisted that 
the mother continue to talk to her and show bright 
objects—try to attract her attention in every 
way—try to develop her grip, etc., trying to get 
contact with the brain through the special senses. 
The progress was slow. The mother continued 
to bring the baby to Atlanta from time to time. 
Finally we began to notice manifestations of 
some concentration and some interest in her sur- 
roundings. I had a very hard time to keep the 
mother encouraged and constantly on her job. 
However, I succeeded in getting perfect co-op- 
eration. At twenty-four months she was begin- 
ning to stand by chairs, saying ‘“Papoo,” “Ma- 
moo,” reaching for a watch, etc. While still de- 
cidedly backward, she was now showing very 
marked signs of intelligence. They now moved 
to another state. I gave the mother at that 
time a very encouraging prognosis and insisted 
upon her keeping up treatment, both as to medi- 
cines and education on the Montessori idea, ete. 
Letters gave very encouraging reports and stated 
that all treatment was being kept up. I was 
astounded when she came to my office on October 
6, 1919, fourteen months after her last visit. 
The little patient is now three years and three 
months old. To look at her you would detect 
nothing abnormal. The facial expression is in- 
telligent, the eyes bright, the old blank and far- 
away and, later, dull and tired expression, is 
gone. She walks and runs everywhere without 
hesitation. Her playmates are children six and 
seven years old and her mother says she keeps 
up with them—that she runs down hill even where 
she has to lean backward to do so. She repeats 
anything and uses single words—is beginning to 
put words together. She quickly touches any part 
of her body or clothing when asked to do so and 
apparently enjoys doing it. It is perfectly evi- 
dent that she understands anything said to her 
and makes her wants known by signs. I told 
her mother to quit understanding her signs and 
make her talk. I wished to see her thyroid and 
said, “Throw your head back and swallow.” She 
did so twice without a moment’s hesitation. The 
movement of the thyroid was plainly visible. I 
realize that this child is not yet normal, as she 
does not yet talk much, but I know she has a 
marked degree of intelligence and believe fully 
that, by the time she is of school age, she will 
be able to take her place and will develop into 
a normal woman. It is needless for me to say 
that I am more proud of this case than any I 
have ever treated, for I have restored her to more 
than life. 


TREATMENT 
In regard to the treatment in general, I 
would say: 
1. Never make a diagnosis of idiocy 
unless the size of the head rules out all 
possibility of any hope of improvement. 
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If I make that diagnosis I feel that I am 
handicapped to start with. 

2. Have a Wassermann made to rule out 
syphilis or treat it, if found, and have the 
eyes examined by a competent oculist to 
exclude amaurotic family idiocy. 

3. Examine the child thoroughly, and 
especially for evidence of insufficiency of 
the endocrine organs. 

4. Examine the urine, stools and blood 
for evidence of any toxic conditions. 


5. See that the child is well-nourished 
and that proper food is supplied. 

6. Employ tonics and general hygienic 
measures, not forgetting to give plenty of 
water. 

7. Try in every way possible to attract 
the attention and teach the child to con- 
centrate the gaze; feel of the hands and 
educate the grip, the muscles and special 
senses. If I can get a child to concentrate 
and grasp my hand, I never feel that that 
case is hopeless. 

8. Endeavor to secure the mother as 
an ally. Encourage and train her as much 
as possible without promising her any- 
thing. If she is intelligent and will co- 
operate, she makes the best possible trainer 
up to the time the teacher or the psycholo- 
gist is ready to take charge. 

I am not advocating that the physician 
become a trainer of backward children, 
but rather that he direct and push the 
development of the backward child from 
the earliest possible moment for a diagno- 
sis to be made. This is the time when 
the removal of physical or physiological 
defects will bring the most marked re- 
sults. 

The psychologists and educators today 
are doing a most wonderful work in the 
redemption of older children, but too often 
a spark of intelligence which could have 
been aroused has been allowed to die for 
lack of assistance at the proper time. The 
physician alone can render this service to 
these unfortunates. 

I know of no better ending for a paper 
of this kind than to repeat the sentence 
given me some years ago by Dr. Lightner 
Witmer: “True idiocy is incurable, but no 
case is to be diagnosed as an idiot until 
all possible means of treatment have been 
exhausted.” 
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DISCUSSION 

Dr. L. W. Elias, Asheville, N. C—I think we 
all feel that this is one of the most important 
problems we have to deal with as pediatricians, 
namely, defective children. Most of us recognize 
these cases when they present themselves, and if 
there is anything this paper has done it has been 
most efficient in throwing a ray of hope into this 
dark subject. 

Dr. Montessori achieved her initial reputation 
by taking backward children in Rome in their 
schoolhood and making normal children of them, 
and if this can be done with backward children, 
why can’t we improve the normal child? 

Dr. Boynton has given us striking examples 
of what can be accomplished in this class of back- 
ward children, but the keynote of his paper is 
hope, and I believe every one of us will go back 
to our work in a different attitude toward defec- 
tive children. 

As I know so little about the subject, I am 
going to ask Dr. Bisch, who is a psychiatrist and 
well versed in this matter, if he will, to take 
the rest of my time in discussing this subject. 


Dr. Louis E. Bisch, Asheville, N. C.—I enjoyed 
Dr. Boynton’s paper very much, but am sorry he 
did not go more deeply into the subject, which is 
an erroneous one. It is becoming a_ specialty 
within the specialty of neuro-psychiatry. 

If I may offer any criticism whatever, I want 
it distinctly understood that it is constructive. 
I would like to emphasize the fact that the terms 
backwardness, feeble-mindedness, retardation, and 
so on, are used altogether too loosely. What we 
need, first of all, in connection with this subject— 
which has been termed clinical psychology—is a 
nomenclature; a number of pegs upon which to 
hang our knowledge, a system of classification 
to go by. The child must be studied individually 
from a physical, mental and psychological stand- 
point. The problem of testing a child mentally 
is a large one and the average doctor is abso- 
lutely incompetent to make the psychological tests 
and incompetent to interpret them, while the 
average psychologist without medical training is 
also incompetent. 

Without wishing to cast any aspersions upon 
the medical profession, I want to point out most 
emphatically that this is a big subject which is 
only beginning to come to the fore and that it is 
still largely undeveloped. -I became interested 
in this subject eight years ago and conducted 
clinics in regard to these cases in New York and 
also in Norfolk, Va., during the war. 

It seems to me that the class of patients under 
discussion (“Backward Children”) can be divided 
into four main groups. In the first place, the 
aments. These congenitally feeble-minded can 
further be divided into, first, psychological 
groups, such as idiots, imbeciles and morons, and 
the special types such as Mongolians and Cretins, 
etc. These people can be improved a little, but 
frequently it is so little that it is practically 
a waste of time to try to do anything looking to- 
ward their improvement. 

Dr. Seguin published a book on idiocy and a 
psychological method of educating the idiot. At 
Columbia University we found we could take 
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idiots and improve them, but it was a waste of 
time. The congenital aments belong in institu- 
tions. 

Another type is the so-called cases of arrested 
development. These children are born normally, 
their initial development is seemingly all right; 
then something happens, such as meningitis or 
injury, perhaps, destreving the neurones in the 
brain substance. These people then become 
aments to all intents and purposes and should 
be treated in the same way as congenital aments. 

A third type are the retarded cases. These 
are the cases that pediatricians see. They often 
have adenoids, enlarged tonsils, eye strain or 
rickets. There are hundreds of such cases and 
they are analogous to those Dr. Boynton had in 
mind. There is hope for them and these cases 
should not be loosely diagnosed feeble-minded or 
idiotic. Feeble-mindedness (amentia) is a clin- 
ical entity, and should not be confused with the 
ordinary types of retardation. 

There are the functional types also—in other 
words, children who are retarded mentally be- 
cause of functional nervous disease, and in whom 
we find neurasthenia, psycho-neuroses, psycho- 
pathic personalities and neurotic make-ups just 
like we do in adults. 

In treeting these cases they fall into two main 
groups, the private cases and those observed in 
the homes of the poor. There should be a clinic 
established in every community; there should be 
a mental specialist working in co-operation with 
the pediatrician. The diagnosis should be made 
early, long before the case becomes hopeless from 
every point of view. Questions such as this will 
arise: when did the fontanelles close? If they 
did, find out the reason for it. It may be of little 
significance, yet it may be the first symptom in- 
dicative of feeble-mindedness. 

Dr. Philip F. Barbour, Louisville, Ky—Like 
Dr. Elias, I am delighted to have heard this pa- 
per. It has infused into me a little hope for this 
class of cases. 


I know of nothing more distressing than to 
have three or four patients come into my office 
with their mothers, grandmothers and aunts to 
consult me without being able to give them a 


cheery outlook on life. I am glad Dr. Boynton 
has found some way to help them. It is a good 
thing we are finding out some of the. possibili- 
tics; we are finding out some of the defects of 
the thyroid gland and cretinism are remediable. 
We may find some gland or group of glands is 
responsible for the Mongolian type of idiocy and 
be able to give help to these children, but it 
seems a hopeless kind of business, and very few 
of us have the time to give these children the 
kind of treatment mentally they ought to get. 
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In Louisville we have a clinic established for 
backward children, which is under the care of @ 
very accomplished psychologist, who sees every: 
child and makes a mental picture; he makes a: 
Binet-Simon test of the child and pediatricians: 
go over the child for physical defects of the eye, 
ear, nose and throat, and see if they can be cor- 
rected or eliminated. A psychiatrist also makes 
an examination, so that we get a complete record 
of every child, and we hope to accomplish some- 
thing with it. 

As pediatricians, there is one thing we ought 
to do, and that is to lay more stress on the pre- 
vention of idiots and imbeciles. We ought to 
stress alcoholism and syphilis and things of that 
kind which we know are at the bottom of our 
idiots and imbeciles. It is a good thing the 
world is waking up to the importance of these 
things. As doctors, we can say something to 
our clientele about right habits, of right thinking 
and of the danger of bringing children into the 
world that can not walk. While we can not 
do very much, we ought not to hold out blank 
despair to the mother without trying to do some- 
thing for the child. Every voluntary movement 
we can get the child to make has its effect upon 
the development of the brain, and we ought not 
to stop working until we get the mothers working 
along with us. It is an awful thing to knock out 
hope from a mother’s heart with an imbecile 
child, even though there is not much for us to 
accomplish. 


Dr. Boynton (closing).—A great many of these 
cases can be immensely improved, and I think 
many of them can be actually cured, even though 
an exact, scientific diagnosis has not and can not 
always be made. I tried, in my paper, to stress 
the necessity of avoiding, if possible, making a 
diagnosis of idiocy, because of the hopelessness 
of the case if we accept this diagnosis. When 
this spastic, microcephalic case came into my 
office, I had absolutely no hope for any improve- 
ment. The mother said the child had held up its 
head a little better when it was six or seven 
months old than it did when it was two years of 
age. On this basis I tried the thyroid, iodin, and 
so forth, and, much to my amazement, the child 
limbered up. I do not mean that this child is 
cured, but greatly improved. 

I suppose I have had fifteen or twenty cases, 
one of which I do regard as a cure after having 
worked with her for two years. She does not 
talk much, but answers questions intelligently 
and readily. I doubt if any one, after examining 
her, would pronounce her abnormal. She is only 
three years old now. All of these cases are im- 
proving—the ultimate outcome remains to be 
seen. Who can say what may be accomplished 
in this much-neglected field? 
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TROPICAL DISEASES AND PUBLIC HEALTH 


CO-OPERATIVE COUNTY HEALTH 
WORK IN NORTH CAROLINA* 


By B. E. WASHBURN, M.D., 
Director of Bureau of County Health 
Work, North Carolina State 
Board of Health, 

Raleigh, N. C. 


Since 1917 the North Carolina State 
Board of Health, assisted by the Interna- 
tional Health Board, has co-operated with 
ten counties in a three-year plan of educa- 
tional health department work with an 
average yearly budget of $6,100. This 
work has been limited to the more impor- 
tant problems (units) and no attempt has 
been made to cover the entire field of 
county health activity. The object has 
-been to demonstrate the benefits of public 
health by accomplishments. 

As the work was planned to be educa- 
tional and progressive, each county was 
asked to pay yearly an increased percent- 
age of the expenditures—50 per cent the 
first year, 60 per cent the second year, and 
75 per cent the third year. Also, it is 
agreed that the county can provide extra 
units of work or increase the specified 
units. Each county department is directed 
by a health officer, with a clerk, and is as- 
sisted during part of the work by lay 
“health inspectors,” a dentist, a throat 
specialist and a trained nurse. An office 
with equipment and supplies is provided. 

The plan of work comprises six units 
covering the more important health prob- 
lems of the state. These are the preven- 
tion of soil pollution, the quarantine of 
contagious diseases, school work, life ex- 
tension work, infant hygiene work, and 
health education. 

In the soil pollution work, which begins 
with the opening of the health depart- 
ment, a health inspector is placed in 
charge of and held responsible for each 
township. Assisted by the health officer, 
lectures and demonstrations are given at 


*Read in Section on Public Health, Southern 
Medical Association, Thirteenth Annual Meeting, 
Asheville, N. C., Nov. 10-13, 1919. 


schools and churches and, by these and 
other methods, the people are taught the 
importance of sanitation. Each home is 
visited and an effort made to secure the 
building of a sanitary closet, as well as 
the examination and treatment of the fam- 
ily for hookworm disease. Since the work 
is educational, the health department 
teaches the necessity for a sanitary privy, 
but does not build it for the family. In 
fact, the building of the privy is the test 
that the family has been educated. 


The quarantine unit is carried out ac- 
cording to the State law requiring conta- 
gious diseases to be reported and _ pla- 
carded, together with the enforcement of 
precautions to prevent the spread of such 
diseases. The health officer visits the 
homes where contagions exist and gives 
instructions as to the management of the 
patients. 

In the school work, with the co-operation 
of the teachers, a record of every child is 
secured; and, where needed, a physical ex- 
amination is made by the health officer. 
Whenever possible this examination is 
made in the presence of the parents so 
that the necessity for treatment can be 
emphasized. Each county budget contains 
$500 per year for treating defects. With 
this a dentist with a portable outfit is em- 
ployed for from two to three months and 
dental clinics held at rural schools. In 
three counties, a permanent dental in- 
firmary has been established at each health 
office. Adenoid and tonsil defects have 
been given operative treatment at emer- 
gency hospitals, where a group of from 
fifteen to twenty children are cared for 
by an arrangement which secures the op- 
eration at a small cost and without ex- 
pense to the health department. 

The object of life extension work, be- 
gun during the second year, is to teach 
adults the necessity for periodic physical 
examinations. These are made by the 


health officer after the plan inaugurated 
by the Life Extension Institute of New 
York City; in the examination no attempt 
is made to make a diagnosis or suggest 
treatment, but to detect defects 


which 
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might handicap the patient. Special em- 
phasis is, of course, placed upon personal 
hygiene. 

The infant hygiene work, conducted 
during the third year by a trained nurse, 
is designed to teach prenatal and _post- 
natal care. The women are taught in 
groups, eight lectures and demonstrations 
being given each group; home visits are 
also made to sick babies, expectant moth- 
ers and mothers after confinement. An 
important phase of this work is the educa- 
tion and control of midwives through an 
ordinance of the county board of health. 

The educational work is conducted with 
the other units and consists of lectures, 
demonstrations and consultations, the pub- 
lication of newspaper articles, exhibits at 
fairs, school contests, the weighing and 
measuring of children, the distribution of 
literature, and other ways of teaching 
health conservation. In this work val- 
uable assistance has been given by our 
Tuberculosis Sanatorium through a post- 
graduate course in physical diagnosis of- 
fered the health officers. 

In this plan of county work the State 
Board of Health gives more than financial 
assistance. With the aid of the county 
board of health it directs and assumes re- 
sponsibility for the work. The health of- 
ficer is appointed by the State Board, 
working under its direction. Through the 
Bureau of County Health Work the health 
officers are supervised and kept in touch 
with each other. Each health officer makes 
reports to the State Bureau and copies of 
his reports are sent to the other depart- 
ments. Comparative reports are sent 
monthly to the county officials so that they 
may compare the work of their county 
with that being done elsewhere. 

From the standpoint of the health officer 
this plan has many advantages. He re- 
ceives through letters, visits and confer- 
ences the experience of others doing sim- 
ilar work; and he is graded and rewarded 
by the results he obtains. A number of 
the counties now pay the health officer 
from $300 to $1,100 per year in addition 
to the budget salary. As to the health of- 
ficer’s work, he is to educate the people 
regarding public health, and the test of his 
Success is whether or not the people apply 
his teachings. The State Board of Health 
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desires and demands results; the methods 
of obtaining these results are left to the 
initiative of the health officer. 

This three-year plan of work will 
soon close in the original ten counties. At: 
present, instead of ten there are fifteen 
co-operating counties and others have 
asked for co-operation as soon as financial 
aid can be given. 

Four of many accomplishments which: 
show the success of this plan of work will' 
be mentioned: 

1. Covering a period of two years the 
average work of an average county depart- 
ment for one month was as follows: 


Newspaper articles published 8 
Hookworm specimens examined ....................... 174 
Hookworm treatments given ~.......00.00000.000000.... 47 
Infectious diseases visited ................0.00000000-0.-- 43 


Children examined by teachers under direc- 


GION Ol 381 
Children personally examined by health of- 

Children treated for physical defects............ 63 
Life extension examinations ................ eerie 39 
People vaccinated against typhoid .................. 317 
People vaccinated against smallpox ................ 59 


2. More than 10,000 children have been 
successfully operated upon for defects. 

3. Typhoid fever has been reduced in 
the ten counties from an average yearly 
death rate of 35.4 to one of 7.8 during 
1918, and even further reduced during the 
present year. 

4. The General Assembly of 1919 en- 
dorsed the county work. It enacted a 
state-wide law requiring the construction 
and maintenance of a sanitary privy at 
every home within fly-range of another 
home with adequate means of inspection 
and enforcement. Also a state-wide school 
inspection law was enacted, with an ap- 
propriation of $85,000 to provide dental 
and throat clinics. And, in addition, the 
appropriation for county health work was. 
increased. 

The organization of county health de-. 
partments should be part of the program 
of Southern state boards of health. The 
remarkable progress which has been made. 
in preventive medicine has changed our 
conception of diseases. Formerly, conta- 
gions were thought to originate in man’s 
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surroundings; now they are known to be 
spread from man himself and controlled 
by attention to the individual. The pri- 
mary object of health work should be to 
teach the facts regarding disease preven- 
tion in such a way as to have the people 
apply sanitation and personal hygiene in 
their homes and lives. Such education 
must be education of the individual, and 
individual responsibility must be estab- 
lished. It is impossible for the state to 
give this definite instruction. It is the 
duty of the smaller unit of government 
(county) which is nearer the people. 

Most health problems are state-wide in 
scope, yet can be best applied by the 
county. This makes it necessary for close 
co-operation to exist between the state and 
county, and both should play a part in con- 
seving the health of the people. The state 
should standardize and co-ordinate the 
county work and make it possible and 
feasible for the work of the various coun- 
ties to be unified and compared, and should 
direct the county work upon the problems 
of most importance. This, however, must 
be done in such a way as will increase 
county initiative and make the county 
work more effective. 

Such co-operation has been employed 
between the North Carolina State Board 
of Health and the county departments. 
And in North Carolina we have county 
health departments with a state outlook. 


A STATE LAW REGULATING THE 
CONSTRUCTION AND MAINTE- 
NANCE OF PRIVIES* 


By K. E. MILLER, M.D., 
Director, Bureau of County Health Work, 
Raleigh, N. C. 


“So use your own as not to injure your neigh- 
bor’ is a universal rule of justice which controls 
all community life, and no court has ever failed 
to administer it for the benefit of the community 
when the so-called private right conflicts with 
the public welfare or the public health.”—James 
S. Manning, Attorney-General, Ratchford vs. 
Gastonia, 177 N. C. 375. 

The foregoing statement from the At- 


torney-General furnishes ample legal basis 


*Read in Section on Public Health, Southern 
Medical Association, Thirteenth Annual Meeting, 
Asheville, N. C., Nov. 10-18, 1919. 
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for such a law. As for its justification on 
public health grounds, it is hardly neces- 
sary to defend this position before such 
men as are here present. However, the 
State Board of Health in the operation of 
this law is forced to deal with persons less 
informed than the gentlemen of the South- 
ern Medical Association. It is, therefore, 
necessary for the Board to be able to show 
beyond a doubt that the open surface 
privy does conflict with the public wel- 
fare and the public health. The reasonable 
fly range of 300 yards is made use of as a 
basis for this contention. Flies do travel 
this distance with ease; flies do breed and 
feed on human filth; flies do carry human 
filth to articles of human food, and thereby 
contaminate it; ingestion of food contam- 
inated with human feces does at times give 
rise to human sickness. The open sur- 
face privy is, therefore, dangerous to pub- 
lic health and as such it is a proper object 
of state legislation. 

To the individual, however, the law is 
cited as a means of self-protection rather 
than protection of the other fellow. As- 
suming that the individual has cast the 
mote out of his own eye by providing him- 
self with all the necessary sanitary ar- 
rangements, the law is obviously his only 
weapon of defense against the ignorant 
and careless practices of his neighbor. 

Some of the fundamental features of 
the law are set forth in the following 
summary: 

1. It is unlawful to maintain or use a 
residence within 300 yards of another 
residence unless provided with an ap- 
proved method of sanitary waste disposal. 

2. Privies used to meet the foregoing 
requirement must correspond in details of 
construction and maintenance with the 
plans and specifications, rules and regula- 
tions promulgated by the State Board of 
Health. 

3. The State Board of Health is charged 
with the duty of drafting such specifica- 
tions and rules. 

4. All privies within the requirements 
of the law are to be inspected at least once 
each year by one of the State’s sanitary 
inspectors. 

5. Such privies as are found to comply 
with the law will be licensed by the in- 
spector, and a fee of forty cents collected 


i 


Vol. XIII No.10 MILLER: CONSTRUCTION AND MAINTENANCE OF PRIVIES 


from the owner of same. The licensing, 
however, is not dependent alone upon the 
sanitary condition of the privy. It must 
also correspond with the specifications set 
forth for one of the approved types of 
privies. The inspector posts on each privy 
licensed a serially numbered tin license 
tag. 

6. Privies found insanitary are so either 
on account of defective construction or 
defective maintenance. In the former in- 
stance the owner is held liable; in the lat- 
ter the occupant of the residence. 

7. Insanitary privies may be placarded: 

(a) “Insanitary. Unlawful to use after 

or 

(Date) 

(b) “License pending.” 

The former placard is used where there 
is no inclination or intention of having 
the privy made sanitary within a reason- 
able length of time. In such cases pros- 
ecution will follow at once if the law is not 
complied with in the specified time, usu- 
ally ten days. The latter placard is the 
one commonly used, as the inspectors find 
the people willing and anxious to meet the 
requirements in practically all cases. 
When the “License Pending” tag is used, 
the privy tax is collected as for licensed 
privies. 

In accordance with the requirements of 
the law, the Bureau of Engineering and 
Inspection drew up the plans and specifi- 
cations for privies that would be ap- 
proved and licensed, and likewise the rules 
and regulations for the sanitary mainte- 
nance of them. Upon adoption of these 
plans, rules, etc., by the Board on July 
7, 1919, they became a part of the law. 
The privies thus approved comprise five 
types: (1) the earth pit; (2) the box and 
can, with a scavenger system; (3) the L. 
R. S., or septic privy; (4) the vault type 
chemical privy; and (5) the double com- 
partment concrete vault. 


Undoubtedly the most interesting fea- 
ture of the law is its administration. 
From an administrative standpoint the 
law is based upon an estimate of about 
80,000 privies coming under its require- 
ments. As now seems certain, this num- 
ber may run over 100,000. The State’s 
area of (???) square miles is enormous 
when it has to be covered at least once 
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each year in this way. The maximum 
funds available to run the Bureau and its 
inspectors can not be much more than 
$40,000 at the most. Every cent of this 
money has to be collected by the inspectors 
themselves in sums of forty cents for each 
privy. Allowing $10,000 per year for the 
running of the Bureau and $3,000 each for 
the inspectors to cover salary and travel, 
the force in the field can hardly be more 
than ten men. This means ten counties 
for each man to cover; 10,000 privies for 
each man to inspect each year, approxi- 
mately 200 per week, or 34 per day for 
every day except Sunday, making no al- 
lowance for holidays, rainy days, sick days, 
and such like. 


How is this tremendous task to be ac- 
complished? It soon became evident that 
as a matter solely between the State Board 
of Health and the individual it was impos- 
sible. Some form of collective manage- 
ment must be devised. The cotton mills 
of the State furnish the key to the sit- 
uation, and fortunately there are a good 
many mills. In them one man only has 
to be interviewed and the work required 
is done promptly and uniformly. A plan 
has been developed for duplicating as 
nearly as possible these conditions in towns 
and villages generally. Indeed, if the law 
is to succeed it is absolutely necessary that 
the local government of towns and _ vil- 
lages be enlisted in the control of construc- 
tion details, so that the State may deal to 
a large extent with the town officials rather 
than the individual citizen. This is by no 
means a small task, as the natural attitude 
of a town is to wash its hands of the whole 
matter and let the State do the worrying. 
Were it not for the fact that it is possible 
to convince the towns of the great advan- 
tage to their citizens from the operation 
of a local ordinance, assuring system, uni- 
formity and great economy, it would be 
difficult to interest in an active participa- 
tion in the business. An ordinance in 
blank form which involves three princi- 
pal points is supplied to the towns for 
their adoption. These points are: (1) 
forcible connection with sewer where 
sewer is available; (2) adoption of one 
of the approved types of privies as the 
type required for the unsewered por- 
tions of the town; and (3)  provi- 
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sion for the town’s assistance in 
the purchase and installation of the re- 
quired privy equipment. When a town 
gets some money tied up in this project, 
the State has gained an interested and 
active ally. I may say that this object is 
being accomplished with a high degree 
of satisfaction. 

It is usually the attitude of state and 
Federal officials to spurn any association 
with commercial concerns. This is thought 
to be a painfully short-sighted policy. 
That of the North Carolina State Board 
of Health with reference to privy manu- 
facturers is quite different. The latent 
power of commercial concerns is recog- 
nized to be enormous, and the State has 
made provisions for utilization of this 
power to its own ends. Thirteen different 
companies are actively at work in the 
State with about fifty representatives in 
the field, each one spreading privy propa- 
ganda perhaps even more effectively than 
if they were the State’s own agents. This 
policy is managed through regulation of 
the activities of the commercial concerns, 
specifying the rules of the game both as 
regards standards for their products and 
their practices in marketing them. Such 
concerns as gain the Board’s approval are 
not only allowed to operate, but are given 
every possible assistance as regards pros- 
pective customers, use of the State’s lit- 
erature, or any other service that may be 
dealt out impartially. The strictest impar- 
tiality is, however, absolutely imperative. 
We have thus been able to use these forces 
and to get on with them in a most satis- 
factory way. 

In the administration of this law the 
plan of attack also is of primary impor- 
tance. Five months of intensive propa- 
ganda had focused every eye upon the first 
day of October as the day when the in- 
spector was due, and he was in all parts 
of the State expected on that date. It is, 
however, obvious that some homes will not 
be reached for nearly a year. How is it 
possible thus to maintain the issue in a 
vigorous and lively form with so few in- 
spectors? Once an issue of this kind is 
allowed to languish it is almost beyond 
redemption to its former state. In order 
to meet these demands and conditions the 
plan of hitting the high places was found 
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The inspectors do not 


most suitable. 
make a clean sweep as they go, but skip 
from town to town, skimming the cream at 


each visit. Their visits are unheralded, 
so that the people are kept in constant an- 
ticipation of their approach. In this way 
each inspector keeps the matter actively 
agitated in a great number of communi- 
ties at the same time, and at each succes- 
sive visit he finds that the privy building 
habit has spread its contagion to an ever- 
increasing proportion of the community, 
so that few cases of compulsion are neces- 
sary. 

The law has been in operation only since 
the first of October, but already some defi- 
nite results are visible. There has sprung 
up a veritable epidemic of sewer building. 
More than fifty towns of 1,000 or more 
population have definitely decided to meet 
the law’s requirements in this way. Every 
possible assistance and encouragement is 
being extended to these towns, even to a 
special agreement with them whereby the 
privy requirements may be temporarily 
suspended in the districts where sewers 
are being laid. 

Another fact that has been demon- 
strated beyond question by the law is its 
immense popularity. From one end of the 
State to the other, with rare exceptions, 
the experience is the same. Communica- 
tions do not relate to avoiding the law, 
but to the best methods for meeting its 
requirements. And it is even more re- 
markable that this attitude is found among 
all classes alike. 

The law as it stands, however, is not 
without defects, some of which are so im- 
portant as to be strongly urged for cor- 
rection by the next session of the Legis- 
lature. They are here enumerated with- 
out comment: 

1. There should be some means of hold- 
ing the towns responsible for local regu- 
lation and supervision of privy construc- 
tion and maintenance under the direction 
of the State law. 

2. Cities entitled to exemption should 
be required to furnish guarantees of privy 
sanitation within their limits equivalent 
to that required by the State law. 

3. The State Board of Health should be 
relieved of the water-shed inspection of 
towns and cities. 
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4. An appropriation should be made 
for the running expenses of the Bureau 
of Engineering and Inspection (exclusive 
of the sanitary inspectors). This Bureau 
has much broader duties than privy in- 
spection, and it is therefore unjust that 
the privy fees should be used to pay for 
services other than privy inspection. 

In conclusion, it must be said that the 
actual working of the law is progressing 
with surprising smoothness. One thing 
only appears upon the horizon with threat- 
ening mien. Thus far the work in the 
field has paid its own expenses from the 
very first day, and has even built up some 
reserve. But the working conditions have 
been at their best, and it is feared that 
before October 1, 1920, arrives, there may 
be times when it will be impossible to 
make both ends meet. If this difficulty 
arises it will furnish another urgent ap- 
peal for amendment to the law, whereby 
the inspection fee of forty cents may be 
increased to an adequate amount. 


DISCUSSION 


Dr. C. W. Garrison, Little Rock, Ark.—If I un- 
derstood correctly, there is to be a license fee 
of forty cents for each privy installed. This sum 
would enable the State to inspect the privies the 
first year, but will they be required to renew 
that license annually?’ I presume the State 
would be called upon to make an appropriation 
to carry out. this vast system of inspection. 


Dr. L. L. Lumsden, Washington, D. C.—I was 
unfortunate in not hearing Dr. Miller’s paper, 
but I know something of the law in North Caro- 
lina, and I regard the enactment of that law by 
the Legislature as one of the very encouraging 
signs of the times. I think it is one of the most 
advanced steps in state health legislation that 
has been enacted. The prospects, I understand, 
are that the operation of the law will be success- 
ful. That means necessarily that there is behind 
the law, and was behind the law before it was 
enacted by the Legislature, a strong public senti- 
ment in North Carolina. Without such a public 
sentiment the law would not be enforced and it 
would be rescinded. The successful enforce- 
ment of this legislation in North Carolina will 
accomplish a demonstration of the advantages of 
this phase, this vitally important phase, of health 
work which will be applicable to all of the other 
states, and which will be of especial advantage 
to the Southern states, where soil pollution is 
much more of a menace than it is in the colder 
sections of the country. It is high time for a 
state-wide application of this princinle of decent, 
elementary human cleanliress. I think that we 


health officials have been too lax about soil pol- 
I think we have been inclined too much 


lution. 
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toward compromise and dilitoriness in this mat- 
ter which is so urgently important. Our atti- 
tude may be in large part responsible for the at- 
titude of the frequently met with individual citi- 
zen who procrastinates about making sanitary 
improvements at the home and thereby hazards 
the health and lives of members of the family 
and the health of the community. This is the 
best time we have ever had for carrying forward 
vigorously this phase of public health work 
which is of such tremendous importance to all 
sections of the country, whatever the climatic 
factors, and particularly important in the South. 


Dr. John A. Ferrell, New York, N. Y.—Dr. 
Miller’s presentation of the developments in 
North Carolina leaves little to be said. The im- 
provement in the reporting of illness is most 
gratifying. As a result of the enforcement of 
this legislation it will be interesting to observe 
from year to year the record of cases of sickness 
and the improvement of the reporting of cases 
of sickness. 

The educational work which has been conducted 
intensively by the North Carolina State Board 
of Health since 1909 has yielded admirable re- 
sults. Those of us who engaged in the early 
measures for the control of hookworm disease 
recall it was extremely difficult at first to con- 
vince editors and other leading citizens as to the 
truthfulness of our statements regarding the 
prevalence and distribution of hookworm dis- 
ease. At least one governor gave expression to 
his skepticism. When, however, we succeeded 
in collecting overwhelming evidence the editors 
and officials gave most generous co-operation. 
By 1911 and 1912 the county authorities could 
be persuaded to appropriate from $150 to $250 to 
aid in conducting dispensaries for the free ex- 
amination and free treatment for hookworm dis- 
ease. Sentiment generally favoring public health 
work has improved rapidly so that now with 
comparative ease county appropriations ranging 
from $5,000 to $7,000 annually can be secured 
for use in the maintenance of well-rounded county 
departments of health. ; 

Successful demonstrations in sueh counties 
have a most wholesome influence on state legis- 
latures and render it practicable to secure such 
sanitary legislation as has been described by Dr. 
Miller. This, in turn, means, I believe, the 
dawning of the era which will mark the practical 
disappearance of a number of important dis- 
eases. 

Dr. J. N. McCormack, Louisville, Ky—A good 
many years ago I began a careful study of the 
question of soil pollution and to note the extent 
to which a knowledge of this subject prevailed 
in the world, or rather, a neglect of this subject. 
I spent a good deal of time in Washington -in 
the Army Medical Library looking up the litera- 
ture on the subject, and I saw what Dr. Stiles 
was doing in the hygienic laboratory with a 
couple of barrels and with a septic tank that was 
intended as a beginning and was very sugges- 
tive. I returned to my home at Bowling Green 
and secured the services of a plumber and with 
three Standard Oil tanks constructed a more 
extended attempt at a privy. In a little while 
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the contents eroded the barrel and it began to 
leak, so I erected what I believe was the first 
concrete septic tank under ground with the privy 
above it. That is still in existence in my yard 
after ten years of service. I then constructed 
one in my residence, under the floor of the sum- 
mer kitchen, and that is still there and there has 
never been any odor. After a little while the 
State Board of Health issued a bulletin on this 
subject and many of the other states have done 
the same thing. 


In Kentucky the State Board of Health, with 
which I have been connected for forty years, has 
authority to pass regulations which have the force 
and effect of law. From the time the first law 
was passed, the courts have gradually broadened 
the authority of the Board. Every time health 
matters have been before them they have ex- 
tended our authority, and three years ago we 
passed a regulation requiring that these septic 
tank privies be installed at every court house, 
hotel, school house, railway station and other 
place of public resort not on a line of sewers. 
Then when Camp Taylor was located near Louis- 
ville we constructed one of these privies at every 
residence within the five-mile zone. If the war 
had not ended so quickly we would have had one 
at every residence in Jefferson County. In Mason 
County, with the help of the U. S. Public Health 
Service, these privies have been constructed at 
about two-thirds of the residences in the County. 
They are so simple. The only trouble we have 
had is where some cheap contractor thought he 
ould make an improvement by leaving out some- 
hing. But sometimes even fairly intelligent 
people do things which discourage you. I had an 
inquiry from a superintendent of a high school 
saying that we had not made it clear to him what 
kind of antiseptic to put in the tank. Sometimes 
we get discouraged by things like this, but we 
are enforcing this rule, which has the force and 
effect of law, and while it is slow, those of us 
who have been connected with public health work 
for a long time and have read its history, who 
know how long it took Lord Ashley to get any: 
thing done in London, need not be discouraged. 
It takes time to overcome these things involsing 
the life-habits of a people. 


We have issued about 250,000 of these privy 
bulletins over the United States. We had a rep- 
resentative of the Rockefeller Commission with 
us last year for two months or more investigat- 
ing the effluents from the tanks all over the 
State. He spent some days at my residence be- 
fore leaving and put into the old tank first con- 
structed 50,000,000 typhoid bacilli and then 
tested it, and so with other disease-producing or- 
ganisms, and he said “this is the first real step 
in advance in the disposal of human wastes since 
Moses made it a religious duty that every Israel- 
ite as he went out to ease himself should have a 
paddle on his weapon and bury his excretions.” 
In this bulletin which I am now revising I shall 
urge that when there is not an open fire in which 
immediately to burn the sputum from tuberculous 
patients and all other discharges, they shall col- 
lect them in a vessel and deposit them in the 
tank. And when there is such a tank at every 
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home I will assure the people of Kentucky that 
they need not fear any spread of infectious dis- 
eases. Burn the sputum if you can; that is 
the best way, but if there is not an open fire, 
drop them on cotton or tissue paper or into a 
cuspedor and drop them into the tank. We have 


one of these large tanks in our office building. 


It burned, and we thought we would have the 
tank cleaned, but the accumulation at the bottom 
of the tank after six years was less than one inch 
of solid material. It may be that in the course 
of half a century you would have to clean it out, 
but I believe with fire and this bacteriological 
tank, there need be no more spread of the germ 
diseases. They are simple of construction and 
so cheap that they can be installed by almost any 
ordinary citizen and it is a step in advance which 
promises untold things for mankind. 


Dr. Soper, in a very interesting article in the 
last number of the Journal of the American Med- 
ical Association, says that out of six hundred 
million people in the world only 1 per cent are 
really enjoying the benefit of systematic health 
work. It must be that that is a mistake. I have 
been in almost every county in the United States 
making inspections and I have not found sani- 
tary conditions in Minnesota and North Dakota 
very different from those in the South, except 
what is purely climatic. Their slaughter houses 
were as bad as Mississippi and Kentucky, and 
these are the limit. The rural privy or lack of 
privy system in rural districts of this country are 
a menace everywhere, except where there are 
actual sewer connections. There is so much 
more sickness on the farms, where the people 
should be the healthiest in the world, than in 
the cities that we ought to go into the schools 
and throw pictures of these conditions on the 
sereen. We are taking our school officers out 
and showing them how every step is taken. We 
are not going to do it in a year or two, but it 
will be done, and having been so long in this 
work I hope I may live, like Simeon, to see some 
of these things before I “depart in peace,” that 
I may see the actual fruition of what you younger 
men will take in your hands and do so much 
better than we older fellows have been able to 
do under the adverse circumstances in which we 
started. Sometimes when I feel like congratu- 
lating myself that things have turned out as 
well as they have, I think of what is yet to be 
done. We have just touched the surface. The 
work pefore the coming generation. is much 
greater and there must be a union of all the 
forces, educational, medical, social and economic. 
You must get:the moneyed interests back of 
these things and make them understand that it 
is a good investment. Then the real fruition will 
come. 


Dr. William Brumfield, Richmond, Va.—If 1 do 
not misunderstand the conditions of this law, it 
happens to leave out the people who most need 
just such a law. I want to ask if I am correct 
that the family who lives more than 300 yards 
from another home is not affected by this law? 
If that is so, it is still, of course, a great step in 
advance, and it is a good law to apply in vil- 
lages. But so far as soil pollution is concerned, 
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every one who has made any investigation knows 
that when you come to a little village where 
there are even half a dozen families close enough 
together to compel them to have any sort of 
privy, you will immediately find less hookworm 
than out in the country districts where each fam- 
ily lives possibly a half mile from the other. 
Certainly that is our experience in Virginia in 
the country districts—that when we came to the 
villages (even the cross roads village of a half 
dozen houses) where the proximity compelled 
them to have some sort of a privy, we had a 
decrease of intestinal parasites. This is a very 
good law for the towns, and I hope the North 
Carolina people will be able to make it apply in 
the country districts as well. But as Dr. Lums- 
den has ‘said, of course, they must have public 
opinion back of it. 


Dr. Miller (closing).—With reference to Dr. 
Garrison‘s question, the license fee is paid yearly. 
We have been very much encouraged to find that 
a good many people had the idea that this was 
a monthly fee. They were willing to pay it, 
but when they found it was a yearly fee they 
were much relieved. It is a yearly fee to be 
collected by the inspector himself. The law says 
that when the privy is inspected and approved 
this license of forty cents shall be collected. You 
will bear in mind that at the present time there 
are not more than 5 per cent of the privies in 
the State coming under this law which are sub- 
ject to approval, that is, they do not meet the 
requirements of the law. If we were to collect 
from only those which were subject to approval 
we would not get very much money and the in- 
spection could not be run. There are only two 
classes under the law: one is the sanitary privy 
and the other is the insanitary privy. Of course, 
every privy will go in one of these two classes, 
and the law requires a fee from those found sub- 
ject to license. But we have manufactured an- 
other rating which does not appear in the law 
at all, namely, “License Pending.” If an inspector 
goes to a man who owns a residence and inspects 
the privy and finds it is not subject to approval 
he will have the option of placarding it either 
“License Pending” or “Insanitary,” and not to be 
used after a certain date. In the event the man 
has the right attitude toward the proposition and 
intends to do what the law requires but has been 
prevented for some reason, lack of material or 
what not, then the inspector may label it “License 
Pending” and collect the forty cents. I do not 
believe, however, that there has been a single 
instance where -the placard “Insanitary” has 
been posted thus far. We hope to use it very 
sparingly, but when we do use it it means im- 
mediate prosecution under the law. Owners of 
privies so placarded will ordinarily be given ten 
days to have this work done, and after that time 
they will be prosecuted by the inspector if the 
requirements are not met. But the people are 
not objecting to it, and that is encouraging. 
think you men in other states should be encour- 
aged by the fact that the law is popular. People 
are ready for it. Everywhere I go—and I am in 
the field nine-tenths of the time—they are say- 
ing, “This is the thing the State should have 
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done ten years ago.” I was surprised. I thought 
there would be a good deal of difficulty, but there 
has been none so far. 

I am very much interested in what Dr. Mce- 
Cormack had to say with reference to the L. R. 
S. septic privy. This is one of the five kinds 
approved by our State Board of Health. I have 
noticed some indications here and there of a lit- 
tle dissatisfaction with this type of privy, and 
there are certain very definite reasons for this. 
In North Carolina there are perhaps more L. 
R. S. privies than in any other state. The reason 
is that the majority of cotton mills have supplied 
their towns with them. We have found some 
difficulty in their operation in the cotton mills, 
but we have found on inspection certain obvious 
defects which can be easily removed. The main 
difficulty is size. Most of the cotton mills are 
equipped with the small size septic tank, from 54 
to 60 gallons, and they are undoubtedly too small. 
These were installed before any standard was 
set up by the State. For this reason the mini- 
mum capacity in the vault chamber is placed by 
present specifications at 100 gallons, and more 
than that is better. 

There are other difficulties, such as ventilation, 
improper type of vent flues, improper space be- 
tween the level of the fluid’ in the chamber and 
the top of the tank. These little tanks have a 
space of from six to eight inches between the top 
of the fluid in the chamber and the top of the 
tank. There is formed in these tanks a consid- 
erable scum and as this scum forms it rises, and 
in a great many privies of that type we found 
this scum actually jammed up against the floor. 
Of course in such cases there is no chance for 
ventilation, no chance for the septic action to 
come in contact with the accumulation of solids, 
and you can imagine what some of the difficulties 
might be. But all these points have been covered 
in the specifications under which we are now 
working and I believe have been satisfactorily 
disposed of. 

There is one distinction I wish to make which 
I think was not made clear by Dr. McCormack 
with reference to septic privies. There is a sep- 
tic tank, and there is a septic privy. The dis- 
tinction made is this, that the septic tank is one 
which liquifies human filth by bacterial action, 
and which receives its contents from a water- 
carried system. The septic privy, on the other 
hand, has the same purpose, but receives its con- 
tents directly,.the stools dropping into the tank. 
The difference just stated is in favor of the septic 
tank. The septic tank does operate almost per- 
fectly, and I would take it from what the Doctor 
said that the device he has been operating five 
or six years is a septic tank. 

Dr. McCormack.—No, they are both open to 
the air. The first compartment is open to the 
air. 

Dr. Miller.—It is connected with the stool? 

Dr. McCormack.—Yes. 

Dr. Miller—Where they are connected with 
flush closets they operate almost perfectly and 
the solids do not collect on top. On the other 
hand, the septic privy which receives its contents 
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directly from the privy placed over the tank, does 
not operate so satisfactorily as the septic tank. 
The process is this: there are papers and solid 
sewerage deposits in the tank which gradually 
form a mat on the surface. This mat acts as a 
raft on which other deposits float and do not 
come in contact with the fluid for some time. 
That differs very materially from the septic tank 
because the contents reaching the septic tank 
are discharged underneath the surface and im- 
mersed in the fluid. 


Another point of difference is the fact that 
the septic tank receives enormous quantities of 
water at every flush. 


These are the three points of difference be- 
tween the septic tank and the septic privy, and 
the obvious points which make the septic tank 
more perfect in its action than the septic privy. 
I am raising these points of difference because I 
am able to say to you that there are now investi- 
gations on foot which I believe are nearly com- 
pleted and which will do away with these differ- 
ences to such an extent that the septic privy will 
operate on practically the same basis as the sep- 
tic tank. The objections that are raised to the 
septic privy are not so much their operating qual- 
ities as the fact that they give rise to a bad odor 
when not properly ventilated; that the material 
is unsightly, and especially the fact that they 
are breeding places for a certain kind of fly 
which results in a long, ugly worm. The worms 
are absolutely harmless and have no insanitary 
consequences, but thcy do create a horrible aspect 
when you look into a privy infested with them, 
and so they are a source of dissatisfaction. These 
are the things that are making people dissatis- 
fied with them. But the improvements that are 
being worked out on these septic privies are such 
that all of these features will be eliminated. The 
device has these features: there is a water-seal 
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between the entrance of the commode into the 
tank and the rest of the tank so that nothing 
will be seen except the immediate deposit. There 
is also an absolute absence of odor because there 
is a provision whereby the stool when deposited 
in the commode will fall into water and can then 
be flushed into the tank underneath the surface. 
Thus all these difficulties with the septic privy 
as compared with the septic tank will be done 
away with. 

Dr. Brumfield asked about those persons who 
live more than 300 yards from some one else. 
The law does not provide for any control of these 
homes at all at the present time, but even as the 
law stands there are a great many people who 
live in the country districts who do come under 
its provisions. However, we are disregarding 
the people who live in the rural districts at the 
present time, because of the fact that they are so 
scattered that the very small fee of forty cents 
would not be adequate to reach them. The truth 
is, we are a bit nervous as to whether we will be 
able to finance the work of this bureau with the 
forty cents tax, even working in the towns and 
villages. So far, as I stated, the Bureau has 
made its expenses and has built up some reserve. 
I think during the first month it cost $2,000 to 
run the force and a little over $3,000 was col- 
lected. But the working conditions are favorable 
so far, and I think there is no reason why we 
should not break even at the end of the year. 
As regards the rural home, some counties have 
extended this legislation to their rural inhab- 
itants and have county-wide ordinances requir- 
ing the installation of sanitary privies in all 
homes, regardless of whether they are in towns 
or rural districts. For the present we are ex- 
tending the privy law to rural homes only 
through local ordinances. Those counties having 
full-time health officers are the most fruitful field 
for this development. 
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CRANIOPLASTY: INDICATIONS, OP- 
ERATION AND RESULTS* 


By JOSEPH E. J. KING, M.S., M.D., 
Formerly Major, Medical Corps; Chief of 
Neuro-Surgical Service, U. S. Army 
General Hospital No. 41, Fox Hills, 
Staten Island, N. Y.; Consultant, 
Neuro-Surgery, U. S. P. H. 
Service, District No. 2, 

New York, N. Y.; 
and 
GILBERT C. ANDERSON, M.D., 
Formerly First Lieutenant, Medical Corps, 
Neuro-Surgical Staff, U. S. Army 
General Hospital No. 41, Fox 
Hills, Staten Island, N. Y.; 

New York, N. Y. 


Cranioplasty (Cranioplastie, Fr.; Scha- 
delplastik, Ger.) is the term used to indi- 
cate the operation for closure of a defect 
in the skull. Prior to the late war, this 
subject is one which received but little at- 
tention from the profession, as the oppor- 
tunities for its study were comparatively 
few. Since 1915, however, the subject of 
cranioplasty has gradually increased in 
importance on account of the larger num- 
ber of cranial defects which have resulted 
from the extensive compound comminuted 
fractures of the skull caused during the 
war. 

Most of these patients who have come 
under our observation presented cranial 
defects due to “gunshot injuries,” this ex- 
pression being used in the broader sense 
to include wounds caused by machine gun 
and rifle bullets, high explosive shells, 
hand grenades, etc. Others have been due 
to blows received in aeroplane falls, from 
rifle butts, in railway aecidents, or from 
other forms of violence. Our experience 
is based upon observations of about 250 


*Read in Section on Surgery, Southern Medical 
Association, Thirteenth Annual Meeting, Ashe- 
ville, N. C., Nov. 10-13, 1919. 
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cases of cranial injuries in Reserve Hos- 
pital No. 1, Oppeln, Silesia, in 1915-1916) 
(King), Neuro-Surgical Service, Army 
General Hospital No. 11, Cape May, N. J., 
and Neuro-Surgical Service, Army Gen- 
eral Hospital No. 41, Fox Hills, Staten 
Island, N. Y. Of this number of cases, 
cranioplasty was performed upon 70. Our 
present series consists of 33 cases of cra- 
nioplasty. The other operations were done 
by Dr. Charles H. Frazier, of Philadel- 
phia, and Dr. Claude C. Coleman, of Rich- 
mond. 
SYMPTOMS AND SIGNS 


These patients presented some or all of 
the following symptoms and signs: 

Headache, dull, persistent, and aggra- 
vated by movements and exertion. 

Vertigo and sometimes nausea, espe- 
cially noticed when stooping, bending or 
turning suddenly. 

Blurring of vision on sudden turning. 
This was usually transitory. 

Throbbing and “knocking” in the head 
on exertion, especially after running or 
climbing stairs. 

Tinnitus or roaring in the ears. Some 
cases had considerable impairment of 
hearing. 

General malaise, lack of interest and de- 
pression. 

Feeling of insecurity and nervousness, 
due to fear of being struck upon the ex- 
posed area of brain. 

Sensation of vacant feeling or “empti- 
ness” at the site of the defect. 

Poor toleration of external vibrations, 
such as the rolling of a train, the shaking 
of an automobile, etc. (Chutro). 

In a number of cases there is a bulging 
or herniation at the site of the defect when 
the patient stoops over, leans forward, 
makes a sudden exertion, is in the prone 
position, or blows while holding his nose. 
This is not seen in all cases. When the 
patient sits in the upright position or 
stands quietly, this bulging disappears and 
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a depression is seen at the site of the de- 
fect. 

Pulsation at the site of the defect is 
sometimes very marked and sometimes 
scarcely perceptible or absent. 

Impulse is elicited by coughing and by 
holding the nose and blowing. Some of 
the patients had attacks of Jacksonian epi- 
lepsy and conditions associated with or- 
ganic lesions of the brain, as evidenced by 
aphasia, amnesia, disturbances of vision, 
etc. In each case complete neurological, 
ophthalmological and radiographic exam- 
inations were made. 


CONTRAINDICATIONS FOR CRANIOPLASTY 


The contraindications for cranioplasty 
are: 

1. Infection.—Most surgeons agree that 
one should wait at least three months after 
the wound has completely healed, and in 
some cases even longer. The statement 
made by the surgeon that one should wait 
until the “last scab had dropped off” 
hardly expresses the conservative view of 
most writers. 

2. Intracranial Foreign Bodies.—Of the 
number of cases seen in our services, there 
were about ten which would have been 
recommended for cranioplasty had an in- 
tracranial body not been present (Ing- 
ham). 

3. Intracranial hyperpressure as _ indi- 
cated by choked disc, increased pressure 
of spinal fluid, etc. 

4. Severe deep injuries of the brain 
which have been followed by abscess 
formation and healing. The old abscess 
walls are thick and harbor bacteria which 
may cause trouble many months after the 
healing of the wound. In case of an exa- 
cerbation the cranial defect is a “safety 
valve” which may prove to be of great 
value. ‘Sometimes aphasia and hemiple- 
gia disappear spontaneously with or with- 
out cranioplasty. The operation does not 
retard nor prevent this, but in several in- 
stances, it even hastened or helped to 
ameliorate these conditions. In the case 
of Jacksonian attacks, this condition is 
oftentimes improved or relieved. One 
should not be surprised at this, because at 
the operation in many cases the cause of 
the cerebral irritation will be removed” 
(Desgranges). This opinion is also ex- 
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pressed by Delageniere. ‘Besides these 
cases there will always be special cases 
in which physicians and surgeons will 
agree as to the non-advisability of inter- 
vention” (Chutro). 


TYPES OF OPERATIONS 


Although many methods and procedures 
for the closure of cranial defects have 
been devised and practiced by various sur- 
geons, the one significant fact remains: all 
favor cranioplasty. The classification of 
methods and types of operations given in 
the Review of War Surgery and Medicine, 
March, 1919 (with additional comments) 
in brief is as follows: 

Metal Plates.—Metal, especially silver, 
is advocated by some of the English sur- 
geons. Mitchell has used a perforated sil- 
ver plate in a series of 7 cases. Lead, 
ivory, celluloid and hard rubber have been 
used. De Martel admits good immediate 
results, but states that plates are not al- 
ways tolerated. When removed, the ad- 
vantages derived from the operation are 
lost. 

Heteroplastic Bone Grafts.—Decalcified 
bone from animals was used. 

Homoplastic Bone Grafts——These were 
advocated by Sicard, Dambrin and Roger. 
They report a series of 85 cases in which 
a piece of sterilized human bone from the 
cadaver was used. They state that the 
tissue tolerates the bone graft well and 
is not absorbed. In three or four cases it 
was necessary to remove the graft and put 
it back in place. 

Autoplastic cartilage grafts are advo- 
cated by Morestin, Desgranges, Bazy, Gos- 
set, Woodroffe, Primrose, Morison, Chutro 
and others. The fate of the graft is uncer- 
tain. It is said that under aseptic condi- 
tions it unites firmly and gives the skull 
protection almost equal to that of bone 
(Morestin). They state that the cartilage 
is not absorbed and does not become ossi- 
fied. Some report softening and absorp- 
tion of the graft (Leriche, Policard). We 
had the occasion to remove a cartilaginous 
graft ten months after the original cranio- 
plasty on account of the extreme tender- 
ness about the wound and the increasing 
spasticity of the left upper ‘extremity. 
The cartilage graft was found co be united 
by fibrous adhesions between the lateral 
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borders of the graft and the margin of the 
defect. There was no evidence of ossifica- 
tion. One end projected for a distance of 
about 14 to % of an inch under the skull, 
at the posterior angle of the defect, over 
the Kolandic area. It was about 3/16 of 
an inch thick. | 

Autoplastic Bone Grafts.——Tibia.  Gil- 
mour uses a periosteal-osseus graft or 
transplant, removed from the anterior in- 
ternal surface of the tibia with a saw, and 
turns the. periosteum downward 
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to do a scalp-plastic (Fig. 3). This is 
especially to be recommended in_ those 
cases which have been infected, following 
which a prolonged period of suppuration 
has occurred, and those in which seques- 
trotomy has been done. The advantages 
derived from this procedure are two-fold 
and are important. They may be stated 
as follows: 

(a) The replacement of the.thin, friable, 
poorly-nourished scar tissue covering of 
the cranial defect with well-nourished 


so as to provide a smooth sur- 
face against the dura and to pre- 
vent a spicule from growing 
inward. Others place the bony 
surface downward. A portion 
of the scapula (LeClerc), the 
great trochanter (Meauclaire), 
etc., have been used. 
Skull_—The Koenig-Muller op- 
eration is one in which the de- 
fect is covered with a sliding 
flap adjacent to the defect. This 
flap consists of scalp, aponeuro- 
sis, pericranium and a portion of 
the outer table of the skull. This 
method is used by some sur- 


geons. Cazin reports a series of 
11 cases. Haim and others have 
employed a pedunculated peri- 
cranial osseus flap, inverted over 
the defect, with the pericranial 
side downward. We advise the 


Fig. 1. Cranioplasty—(1) Site of defect, showing line of 
incision. 
retaining retractor, and excess of scar tissue overiying 
dura excised. 
inch from margin of defect. 
from the bony margin with elevator. 


(2) Scalp flaps dissected up, held with self- 
Incision is made through pericranium ‘4 
(3) The dura is freed 
(4) Bony margin 


use of a pericranial-osseus trans- 
plant taken from the outer table 
of the skull in most cases. In 
certain cases we think it is pre- 
ferable to take a periosteal-bone 
transplant from the upper an- 
terior internal surface of the 
tibia. The technic employed by 
us is similar to that used by one 


is freshened and beveled with an osteotome, while the 
dura is protected with a hollowed brain retractor. (5) 
Pattern cut from muslin to fit the defect, the site of 
which is now ready to receive the transplant. (6) Re. 
moval of periosteal-bone transplant from tibia (should 
be internal surface). (7) Bony surface after removal 
of transplant. (8) Suture of transplant into position, 
periosteum to pericranium. (9) Suture-line the two 
small rubber drainage tubes, which are removed after 


forty-eight hours. 


of us (King) in Reserve Hos- 
pital No. 1, Oppeln, Silesia, in 1916, and, 
when the transplant is taken from the 
skull, is identically the same as employed 
by V. von Schmieden and his assistants, at 
that time in Halle. Frazier has used this 
method for several years. 
PRELIMINARY SCALP PLASTIC 
In those cases in which the healing of 
the wound is followed by a large amount 
of scar tissue in the scalp, it is advisable 


scalp, whether hair-bearing or not (Fig. 
8). When the defect is repaired the 
transplant is rendered more _ viable 
through the improved blood supply and by 
avoiding the possibility of necrosis of the 
scalp overlying the transplant, caused by 
tension on the sutures, in the attempt to 
bring the scalp edges together. 


(b) Elimination of the source of latent 
infection. One may find pieces of dead 
bone in a small circumscribed cavity, filled 
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with old granulation tissue and thick in- 
spissated material in a wound which has 
been healed for months, the radiographic 
plate of which may not show the tiny 
small fragment in the area. This condi- 
tion was observed by us several times. In 
two cases the scar in the scalp was excised, 
the scalp-plastic was performed and the 
wounds healed promptly. After the usual 
timehadelapsed,acranioplasty was decided 
upon. In removing the scar tissue from 
the dura and from the bony margin, an- 
other piece of sequestered bone was found, 
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both operator and patient of being forced 
to temporarily abandon or postpone a 
cranioplasty may be avoided. In addition, 
if there is likely to be a flaring up of the 
latent infection in the wound, it will prob- 
ably show its presence at this time. In 
cases in which the wound was sutured fol- 
lowing the original injury, and healing 
was by primary intention, the preliminary 
scalp-plastic is not advisable (except for 
the removal of extracranial superficial for- 
eign bodies, e. g., metallic fragments) as 
there is always a sufficient amount of scalp 

to cover the defect without un- 


due tension, and there is no 
probability of infected pieces of 
bone to be dealt with. 


With local anesthesia of novo- 
cain 1 and 0.5 % solution with 
suprarenin, an incision is made 
in the healthy scalp about the 
scar tissue area overlying the 
defect, so that about 1/16 to 1/6 
of an inch of normal healthy 
scalp remains bordering the scar. 
The skin edges are dissected free 
and are undermined to a distance 
sufficient to allow the healthy 
skin edges to be approximated. 
In the case of three-limbed in- 
cisions, the scar tissue may in- 


Fig. 2. Cranioplasty.—(1) Shows site of cranial defect. (2) 


volve the entire apex of one or 


Excision of scar tissue overlying dura. (3) Turning More of the angular flaps, the 
back of scalp-flaps. (4) The pericranium is incised about excision of which results in a 
the defect, % inch from bony margin. (5) The dura is defect which is not corrected by 
freed from the bony margin. (7, 8 and 10) Removal of replacing the flaps. This will 
pericranial-bone transplant from the outer table over- 5 Agee € the i 

lying the parietal eminence. (9) The transplant is su- ecessitate extension of the in- 
tured into position, the pericranial margins being ap- cision or incisions and mobiliza- 
proximated with interrupted sutures of fine catgut. (11) tion of the scalp flaps. By dis- 
The transplant completely sutured into position. (Cour- secting them up sufficiently and 


tesy of Dr. Coleman.) 


imbedded in the scar tissue, superimposed 
upon the margin of the defect. The cranio- 
plasty was postponed on account of the 
probability of infection. One oftentimes 
finds a “shower” of very small metallic 
fragments which can also be disposed of 
by excision of the scar tissue area sur- 
rounding the defect. We, therefore, ad- 
vise the scalp-plastic with excision of the 
sear tissue overlying the dura and in the 
vicinity of the bony defect, even if the 
x-ray fails to reveal the presence of a se- 
questrum. Thus the embarrassment to 


sliding them into position, the 
skin edges can be approximated. The 
scar tissue attached to that overlying 
the dura is carefully dissected off. It 
is advisable to remove a_ sufficient 
amount of the scar tissue, so as to 
avoid overlooking and failing to remove 
sequestered pieces of bone (some are very 
small) which may be present, “dormant,” 
so to speak, without giving the slightest 
outward sign of infection, and in wounds 
which have been healed for months. Fail- 
ure to remove this area may prove disas- 
trous for the life of the transplant later 
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tion not be discovered and eliminated. 
The oozing of blood from this area is 
rather free, but easy to control. The scalp 
edges are now brought together and su- 
tured. This may be accomplished, even 
under considerable tension, by using mat- 
tress sutures of silk worm gut, threaded 
through short pieces of small rubber tub- 
ing to prevent their cutting in. If there 
is a tendency for the skin edges to become 


should the presence and source of nated 


Fig. 3.—Scalp-plastic, preliminary to cranio- 


plasty. The cranial defect is temporo- 
parieto-oceipital, left. At operation, August 
23, 1919, two small sequestra and a metallic 
fragment were removed. 


inverted, vertically placed mattress sutures 
will prevent this, as they tend to “pile up” 
the scalp over the defect. These sutures 
are especially advisable in frontal and tem- 
poral defects. If the scalp edges are eas- 
ily approximated, interrupted sutures of 
silk or silk worm gut placed near together 
(about 14 inch apart) serve the purpose 
very well, and also control the rather free 
oozing from the skin edges. If it is neces- 
sary, on account of the considerable size 
of the defect in the scalp, to make use of 
plastic scalp flaps, now is the proper time 
for so doing, and not wait until the cranio- 
plasty is to be performed. A small rubber 
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drainage tube about 34, inch long is fenes- 
trated and sutured in either angle of the 
wound, being removed after forty-eight 


hours. These tubes will allow of the es- 
cape of the bloody ooze and thus prevent 
the formation of hematomata. 


PREPARATION OF PATIENT 


On the afternoon preceding the day of 
operation the hair is removed from the 
head with clippers and the entire head is 


Fig. 4. Cranioplasty.—Sergeant C. H. The dot- 
ted line shows approximately the size of the 
right parietal defect. The incisions fol- 
lowed the three-limbed incision made at the 
original debridement operation. The bone- 
pericranial transplant was obtained through 
the incision which extends to the left. Pho- 
tograph two weeks after operation. 


carefully shaved. The eyebrows are also 
shaved off if the defect is a low frontal 
one. The head is scrubbed with soap, wa- 
ter and a brush for ten minutes, after 
which it is scrubbed with alcohol, followed 
by ether. A sterile towel is applied and 
remains until the time of operation. A 


leg, from above the knee to the ankle, is 
likewise prepared. The usual cathartic is 
administered. Morphin sulphate gr. 14 
and atropine sulphate gr. 1/150 are given 
hypodermatically three-quarters of an hour 
before operation. 
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Position of Patient on Table.—It is de- 
sirable to have the patient well up on the 
table with the head on a sand bag (or sand 
pillow) so that the under surface of the 


paratus, with nasal tubes attached, in 
cases of low frontal defects. In other 
cases, ether was administered by the usual 
open drop method. We have also used local 
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large straps with buckles pre- 
vent the patient from slipping. 
This position makes the opera- 
tive field more accessible and di- 
minishes the loss of blood. If 
the defect is lateral, it is more 
convenient to have the patient on 
his side. This is accomplished 
by the use of an adjustable at- 
tachment to the table [designed 
by one of us (K.) in 1918 at 
Army General Hospital No. 12, 
Biltmore, N. C., for maintaining 
position during thorocoplasty] 
which has proved to be of great 
help in keeping the patient in 
the lateral position. We attempt 
to have the site of the defect 
“pointing” upward, as a depend- 
ent position makes the operation 
more difficult and encourages 
bleeding. 


ANESTHESIA 


anesthesia in some of the cases. 


Fig. 5.—Roentgenogram of skull (same case’ as Fig. 4), 
showing right parietal cranial defect. April 7, 1919. 


q head is somewhat cleared and projects When the needle is slipped on the 
over the end of the table. The head of nose of the syringe, by a twisting 
the table is raised so that the table in- motion, the needle jams tight. This 
clines about 20 degrees. A footboard and is of value in the injection of the an- 


Solutions of novocain 1 and 
0.5 % with suprarenin are pre- 
pared, the tablet “A” being used 
by us. Without suprarenin the 
anesthesia is not lasting and is 
not satisfactory. A 5c. c. or 10 
ec. c. Record or Luer syringe 
with a metallic end-piece is de- 
sired. A most useful addition 
to the syringe is a small shoulder 
or projection on the metallic end- 
piece (like a sight on a gun), 
over which the needle is slipped 
like the old style bayonet con- 
nection. The base of the needle 
has a straight slot for a distance 
of about 1 mm., then runs diag- 
onally for about 4 or 5 mm. 


Fig. 6.—Roentgenogram of skull (same case as Figs. 4 and 
5), showing the transplant in position two weeks after 
operation. The defect in the cranium, after preparation 
for the transplant, measured 4 c.m. by 4% c.m. 


esthetic solution in tissues which offer 


Both general and local anesthesia have gych resistance as do some parts of the 
i, been used. General anesthesia has been scalp and the pericranium, as well as pre- 
. administered with a gas-oxygen-ether ap-_ venting the loss of time and solution. A 
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circular or oval area is mapped off on the 
well-iodined scalp, amply large to surround 
the area of the defect and to include a 
sufficient area from which the transplant 
is to be removed. This line should be from 
2 to 3 inches from the margin of the de- 
fect. Points are selected on the circle or 
oval at distances of about 114 to 2 inches, 
and at each point 2 to 3 ¢. c. of 1 % solu- 
tion is injected subcutaneously. A three- 


Fig. 7—L. B., private, Company E, 28th In- 
fantry. Wounded in action July 21, 1918, at 
Soissons, France. Operation follownig day, 
osteoplastic flap made, and shrapnel ball re- 
moved. Bony portion of flap became seques- 
tered and was removed February 14, 1919. 
Photograph taken March 6, 1919, shows dead 
portion of bone removed, cranial defect re- 
sulting, and shrunken skin flap which for- 
merly covered the defect. Scalp-plastic per- 
formed March 12, 1919. 


inch needle is substituted and 0.5 % solu- 
tion is injected beneath the scalp. The 
needle is inserted at one of the “points” 
and is passed toward another point while 
the injection is being made. Thus, injury 
of the blood vessels, followed by the forma- 
tion of hematomata, will likely be avoided. 
A “corona” which appears like a large cord 
beneath the scalp is formed about the area. 
With the needle held perpendicular to the 
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skull, it is inserted until it strikes the 
skull and a sub-pericranial injection of 
0.5 % solution is made at the several points 
along the “corona.” Nearer the base of 
the skull, in the tissue which serves for 
the entry of the blood vessels and nerves 
to the scalp, aponeurosis and pericranium, 
we have used more of the anesthetic solu- 
tion, especially in the temporal and occi- 
pital regions. Ordinarily one can recom- 
mend the injection of the equivalent of 


Fig. 8.—Same case as Fig. 7. Photograph taken 
July 15, 1919, shows small pit-like depres- 
sions in the scalp. Scalp-plastic operation 
performed July 19, 1919. 


150 c. c. of 0.5 % solution (we have even 
used more at times) without harmful toxic 
effects. After about ten minutes the area 
will be anesthetic and the oozing will be 
but slight. It will not be necessary to 
inject the solution in the line of the incision 
or in the immediate area of the defect. 


TECHNIC OF OPERATION 

The straight incision is the one of choice 
and should follow the linear scar result- 
ing from the previous operation. Natur- 
ally, if the linear scar was slightly curved, 
the incision would likewise follow the scar 
so as not to add an additional cicatrix. In 
cases in which the original incision was 
three-limbed and the defect is of consid- 
erable size, it is sometimes advisable to 
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repeat the three-limbed incision (Fig. 4). 
In cases of multiple scar lines it has been 
found advisable at times to make one or 
more smaller incisions, leading off from 
the original straight incision. The ordi- 
nary horseshoe-shaped incision is not ad- 
vocated because: (1) it lessens the blood 
supply to the graft; (2) it increases the 
tendency to hematoma formation through 
pocketing (Woodroffe); (3) it results in 
a very long suture line for the amount of 
exposure obtained; (4) the oozing and 


Fig. 9.—Photograph of same case as Fig. 7, taken 
September 12, 1919. 
bleeding can not be so quickly and readily 
controlled (as will be described later). To 
those who would use the horseshoe-shaped 
incision, we suggest that the flap be so 
made that no linear band of scar tissue 
which involves the thickness of the scalp 
crosses or transverses the flap. This may 
be overlooked if one is not careful, and 
may result in sloughing of the distal por- 
tion of the flap beyond the scar. When 
this type of incision was used at the first 
operation, we have ignored it and made 
our incision straight, bisecting the original 
flap from base to periphery (Fig. 10). 
The direction of the incision with refer- 
ence to the axes of the skull seems to make 
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but little difference as regards the trans- 
plant (when the straight incision is used) 
on account of the abundant blood supply 
of the scalp. If the incision can be go 
placed that it radiates or is directed from 
the top of the skull downward, this posi- 
tion is conducive to the lessening of the 
areas of sensory disturbances following 
the operation. In frontal and temporal 
defects, the incision should be placed in 
the line of folds and in the hair line, re- 
spectively, if possible, for cosmetic rea- 


Fgi. 10.—Photograph of same case as Figs. 7, 8 
and 9, taken eleven days after cranioplasty, 
performed September 24, 1919. The dotted 
line shows the approximate shape, size and 
location of the defect. Measurements 7 c.m. 
x 9 em. The horseshoe-shaped flap was 
bisected and the incision was extended over 
the opposite parietal eminence, from which 
the transplant was removed. 


sons. In large defects of the parietal 
region we have made a straight incision 
over the center of the defect and extended 
it over and across the top of the skull and 
parietal eminence of the opposite side, so- 
called “autopsy incision” (Fig. 10). 

The incision is made through the scalp, 
but not through the pericranium, while 
the assistant places his hands on either 
side of the incision and makes pressure 
and traction simultaneously. This controls 
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the oozing to a considerable extent and 
also makes the skin edges tend to separate. 
The scalp edges are carefully dissected up 
from over the defect. There is no line of 
cleavage, as it has been obliterated by the 
scar tissue. One must stay in what one 
considers the proper level, care being taken 
not to incise the dura, not to buttonhole 
the scalp. If the dura is knicked, the 
small opening is closed with a suture of 
fine plain catgut. When one is beyond the 
periphery of scar tissue about the defect, 
the plane of dissection—the sub-aponeu- 
rotic layer—is easily followed. 

An angulated self-retaining retractor 
(Frazier) inserted in the middle of the in- 
cision, and a self-retaining mastoid retrac- 
tor in either angle of the in- 
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The dura is freed from the bony margin 
with a periosteal elevator (Figs. 1 and 
2). Sometimes this is readily done and 
sometimes the dura is quite adherent at 
certain portions of the defect, especially 
in the niches or angles in the defect, or 
if a portion of the defect is near or over- 
lies the longitudinal sinus. Care should 
be taken that the entire bony margin is 
well exposed so as to avoid overlooking 
bony spicules which may press on the 
brain, causing Jacksonian attacks. If 
seen, these should be removed. Pulsation, 
if not seen before, is now usually noted 
after freeing of the dura. The oozing of 
blood from the scar tissue over the dura 
usually stops or is very much lessened. 


cision, serve the double purpose |” . 
ef giving ample exposure and of | ~~ 
satisfactorily controlling the ooz- 
ing or bleeding. The _ bleed- 
ing, otherwise, is quite free (ex- 
cept when local anesthesia is 
used). Usually it will be neces- 
sary to apply but few artery 
clamps. The oozing from the 
scar tissue over the dura is les- 
sened, but is not always entirely 
controlled by retractors. 
With a small-bladed scalpel an 
incision is made through the 
pericranium about the bony 
margin of the defect 14 inch ex- 
ternal to this margin (Fig. 2, 3). 


The incision is made through Fig. 11—Roentgenogram, antero-posterior view, of same 


the entire thickness of the peri- 
cranium, down to the skull, un- 
der the guidance of the finger of 
the opposite hand, which indicates the 
exact location of the bony margin. 
Otherwise, one’s knife may “slip over” 
the edge of the bone and injure the 
dura or brain, or both. We use a 
scalpel, the non-cutting end of which is 
so made as to serve for a periosteal ele- 
vator, so as not to necessitate the chang- 
ing of instruments often in cutting through 
and reflecting the pericranium. The edges 
are now elevated and reflected, the one 
outward and the other inward. If there 
remain small uncut “strands” of the peri- 
cranium the reflection of it is not easily 
and properly accomplished. 


case as Fig. 7, made February 9, 1919, showing the dead, 
sequestered bone flap which was removed March 14, 1919. 


If so, the redundant scar tissue is dis- 
sected off with a scalpel and scissors from 
the dura (Fig. 1, 2). If not, a few in- 
terrupted sutures of fine catgut introduced 
so as to approximate or draw the central 
pericranial edges over the dura and tied 
will usually control all oozing from this 
source. We have done this several times 
without ill effects. 

We concur in the opinion stated by 
Woodroffe that “the fear, at first, of pil- 
ing on too much tissue and causing pres- 
sure is unfounded; the real difficulty is 
to avoid recession of the grafts with sub- 
sequent depression.” If a _ spicule of 
healthy bone, logged in the brain sub- 
stance, is present, it should be removed. 
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On one occasion, in which one of us (K.) 
assisted at the operation, a living, narrow, 
thin bone spicule about 1.5 cm. x 8 mm. x 
2 mm. indicated by the radiographic plate 
was removed (Fischer). If pulsation is 
not seen its absence may be due to a “dural 
cyst.” Such a case, observed by one of 
us (K.), presented a non-pulsating de- 
fect. An incision was made in the dura 
and a cavity was entered. From this cav- 
ity there was an escape of a clear viscid 
fluid of about the consistency of glycerin. 
The pulsation immediately appeared. The 
“cyst” cavity was conical-shaped, with the 
apex directed inward and the base corre- 
sponding to the dura. The wall of the 
cavity was excised and the wound was 


Fig. 12.—Roentgenogram, lateral view, of same case, made 
six weeks after cranioplasty. 


closed, with drainage. Cranioplasty was 
deferred. The symptoms were markedly 
relieved. This is the only case observed 
by us. 


The bony margin of the defect is fresh- 
ened and beveled at an angle or slope of 
about 45 degrees for the reception of the 
graft. For this purpose a sharp half to 
three-quarter-inch osteotome and a 
wooden mallet are used. (A chisel is not 
so satisfactory.) The spoon-shaped end 


of a brain spatula is inserted beneath the 
bony margin, care being taken not to pro- 
duce hemorrhage nor tear the dura, by in- 
serting the spatula too far beneath the 
skull. 


This is held by the assistant, who 
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moves it along the margin of the defect, 
keeping pace with the operator, so that 
the lower angle of the chisel always finds 
the spoon-shaped end of the spatula be- 
neath it and thus protects the dura from 
trauma, which would otherwise be easily 
inflicted (Fig. 1, 3). If the osteotome is 
sharp, the bony margin is easily cut and 
beveled, light rapid blows with the mallet 
being used. It is desirable to make the 
defects oval, circular or roughly rectangu- 
lar, so as to enable one to more easily and 
more satisfactorily cut the transplant to 
fit the defect. Should there be an angular 
“promontory” of bone projecting from the 
margin of the defect, it is removed. We 
now make a pattern of the defect so as to 
know the size and shape of the 
transplant to be removed. For 
this purpose a piece of ordinary 
dry muslin is used. It is placed 
over the defect, pressed down, 
and fitted into it. With a pair 
of sharp scissors little niches are 
made in the cloth all about the 
defect over the ridge formed by 
the outer margin of the beveled 
edge. With the cloth so marked 
off the pattern is cut and the 
outer side of it is marked with 
a suture, thus cutting the graft 
in the reverse will be prevented. 
The defect is now ready for the 
reception of the graft (Figure 
1). Dry gauze sponges are 
placed over the defect to control 
the oozing, which is slight. We 
have never used hydrogen pe- 
roxid for this purpose (Woodroffe). 


Cutting of the Transplant.—For the 
usual case we prefer to remove the graft 
from the skull, either by extending the 
incision from one angle over the parietal 
eminence of either the same or the oppo- 
site side or through a separate incision. 
The former plan is especially advisable if 
the defect and scar are so situated as to 
allow this to be done without extensive 
dissection. We have had no cause to re- 
gret the removal of the graft from the 
skull adjacent to the defect on account of 
impoverished nourishment which might be 
attributed to the removal of that portion 
of the pericranium. This objection raised 
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by some surgeons can not be sustained by 
us. In case of frontal, temporal, and some 
fronto-parietal defects, it is advisable to 
make a separate incision in order to ob- 
tain the transplant (Fig. 2,5). Whether 
removed through the same or separate in- 
cisions, the viability of the graft is appar- 
ently the same. With only one incision, 
the operation is shortened in time on ac- 
count of the quicker exposures and closure. 
When a separate incision is used, the sub- 
aponeurotic layer is the proper one for 
the dissection. The scalp flaps are turned 
back and likewise held with a self-retain- 
ing retractor. The “pattern,” with marked 
side out, is placed on the pericranium. 
The muslin adheres closely to the peri- 
cranium and is not easily dislodged while 
the graft is being removed, as is the case 
with material like rubber dam, rubber tis- 
sue, etc. An incision is made about 3% of 
an inch beyond and encircling the edge of 
the pattern through the pericranium down 
to the skull (Fig. 2, 5). The central edge 
of the pericranium is reflected up over the 
pattern so that the line of attachment of 
the pericranium to the skull corresponds 
to the edge of the pattern. With the osteo- 
tome and mallet the skull is cut to a depth 
of about 1/12 to 1% of an inch, all around 
the pattern, the osteotome at first being 
held at an angle of about 45 degrees so as 
to correspond to the beveled edge of the 
defect (Fig. 2, 6). By rapid light blows 
and frequent changing of the position of 
the osteotome, the transplant having a 
thickness of about 1/12 to 1% of an inch 
thickness, is removed from the outer table 
of the skull (Fig. 2, 8). If the teeth of 
the self-retaining retractor are short, so 
as to allow easy access to the operative 
area, and if the osteotome is sharp, one 
can easily remove the transplant. When 
it is removed, it usually rolls on itself like 
a dried leaf with the concavity on the peri- 
cranial side. A few gentle blows from the 
mallet, with the graft on a piece of gauze 
on the instrument table, remedy this and 
flatten out the graft. If the transplant is 
large, it can be bent so as to conform to 
the contour of the skull. Dry gauze is 
placed over the area from which the graft 
Was removed, pressure is made for a short 
time by the assistant and the oozing is 
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thus controlled. It has not been necessary 
to use the bone wax. 

In the cases in which the defect is long 
and narrow, especially when it is situated 
in the temporo-parietal region, it is ad- 
visable to take the transplant from the 
upper, anterior, internal surface of the 
tibia (Fig. 1, 4). The tibial transplant is 
also to be preferred when the cranial in- 
jury has involved more than one region 
of the skull. The curved incision, with the 
convexity directed inward, is used. A 
tourniquet is not necessary. Morison 
states that one should avoid the strong 
anterior border of the tibia on account of 
the predisposition to fracture. 

The transplant is placed in the defect, 
after the pattern has been removed, with 
the bony surface downward. If necessary, 
the bony edges of the graft are removed 
with bone shears to allow a more accurate 
fit. A catgut suture is bridged over the 
transplant from the pericranium of the 
one side to that of the other and tied. 
This holds the transplant in position while 
the sutures are being made. Interrupted 
sutures of fine plain catgut are placed at 
about 90 degrees about the defect. These 
sutures include the pericranium of the 
transplant and that surrounding the de- 
fect. The excess of the pericranium on 
the transplant provides for the loss of the 
pericranium incurred in the preparation 
of the defect. The bridging suture is re- 
moved and other interrupted sutures of 
fine plain catgut are inserted, about 14 
inch apart, until the transplant is sutured 
into position (Fig. 1, 6; Fig. 2, 9). 

It is practically impossible to have all 
oozing stopped. In fact, it is not neces- 
sary. Dobrowolskaja states that “blood 
coagulum aids in the growth of the osteo- 
genetic cells.” The graft should be cut 
somewhat flush so as to fit on the beveled 
edges and so prevent depression. 

Unless the graft is small and thick, one 
can not prevent a certain amount of “chip- 
ping.” This is of no consequence, however, 
as it does not interfere with the “taking” 
of the graft. The scalp edges or flaps are 
brought over the transplant and sutured 
with interrupted sutures of silk worm gut, 
if the scalp is thick. In the temporal and 
frontal regions silk is used. The sutures 
are passed through the entire thickness 
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of the scalp and aponeurosis, placed about 
14 to 3% of an inch apart, so as to assure 
accurate apposition of the edges, and are 
tied snugly to control the oozing. We have 
not found it necessary to close the incision 
with two layers of sutures since the edges 
do not present the separate layers existing 
in the uninjured scalp. A few ligatures 
may be necessary for bleeding points be- 
neath the scalp. A small rubber tube 
(Dakin’s tube size), about 34 of an inch 
long, is sutured with silk in either angle 
of the wound in order to allow the blood 
and serum to escape and so prevent the 
formation of a hematoma with its accom- 
panying compression (Fig. 1, 7). If there 
is an additional incision on the head it is 
closed in a similar manner. If the graft 
is taken from the tibia the incision is 
closed by an assistant while the suture of 
the scalp incision is being completed. 

The dressing consists of gauze satu- 
rated with albolene, covered with a gauze 
head roll. A large square piece of gauze 
is placed over the entire dressing and a 
circular bandage is applied, the redundant 


flaps of the gauze piece being turned up 
beneath successive turns of the bandage. 
Several turns are taken beneath the jaw 
so as to make slight pressure over the op- 
erative area, in order to control the ten- 


dency to ooze. If the incision is near the 
ear, vaseline in abundance is placed in 
and about the ear, over which is placed a 
cotton ring. Otherwise the ear may be 
the site of great discomfort, due both to 
pressure and iodin burn. We have never 
had occasion to use an intravenous infu- 
sion of saline or a blood transfusion sub- 
sequent to the operation. 


AFTER-TREATMENT 


The patient remains in bed for fourteen 
days following the operation. This was 
advised by Coleman (after a study of in- 
tracranial tension in cases of cranial de- 
fects by Ingham) on account of the bulg- 
ing of the area of the defect when the 
patient is in the recumbent position. This 
prevents the sinking in or depression of 
the healed graft which might otherwise 
occur. In the beginning these patients 
were allowed up on the third day without 
apparent damage, thus indicating that the 
operation per se is not followed by severe 
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disturbance or trouble. It is advisable to 
give morphin gr. 14, by hypodermic on the 
night following operation, after which it 
will not be necessary. The patient com- 
plains only of general soreness about the 
wound and of headache. In these cases 
in which the transplant was taken from 
the tibia the complaints were more refer- 
able to the leg than to the head. Forty- 
eight hours after the operation the first 
dressing is done. This is made without 
pain to the patient and without danger of 
disturbing the relationship of the scalp 
and transplant, if the usually dry, hard, 
bloody dressing is well soaked with 
Dakin’s solution. The small rubber drain- 
age tubes are removed. We have not wit- 
nessed in this series of cases the forma- 
tion of a hematoma. Pressure over the 
graft gives the sensation of the graft be- 
ing “set” firmly in the defect. By the 
fourth day the soreness in the head is not 
complained of. Thereafter the dressing 
is done every other day until the eighth 
day, when the sutures are removed. In 
those cases in which mattress sutures have 
been used they should be removed at the 
second dressing, for by this time their 
work has been accomplished, and if they 
remain longer they are likely to cut in or 
produce slight local necrosis. 

After the second day, the patient re- 
ceives sodium bromid gr. 10 three times 
a day (Frazier). 

The diet does not deserve especial men- 
tion, as the regular diet is usually insti- 
tuted by the fourth day. After two or 
three weeks the courses prescribed in re- 
educational and reconstruction work are 
again taken up and carried on just as be- 
fore operation. 


RESULTS 


The immediate results have, in most 
cases, been good. From the cosmetic 
standpoint, cranioplasty has proved to be 
excellent. The trephine-syndrome is usu- 
ally depressed within four to six weeks. 
Vertigo is usually the last of the symptoms 
to disappear (Chutro). The improvement 
in aphasia, hemiplegia, etc., as in other 
cases of head injury, has taken place, but 
we do not consider this improvement due 
to the cranioplasty. We have seen two 
cases in which the spasticity was less fol- 
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lowing cranioplasty, but whether the re- 
lief will be permanent or not we can not 
state. Jacksonian attacks have been re- 
lieved, and in none of our cases has this 
condition been aggravated. Visual dis- 
turbances have not been altered. 


From a psychical standpoint, the re- 
sults are good. The patients themselves 
feel as if they are, or will be cured, if the 
pulsating defect to which they were ac- 
customed has disappeared. They feel so 
much better with their heads “solid” and 
do not have the fear of being struck on 
the brain. After a few days the graft 
has become surprisingly “set’’ or fixed and 
resists considerable pressure. We have ob- 
served some cases for several months left 
in the hospital for training in speech de- 
fect. 

In all, the grafts have remained solid. 
Ordinarily the patient has been discharged 
from four to eight weeks. In this sense 
from the standpoint of solid repair of the 
defect, we have had a complete success in 
29 cases; partial success in 2 cases; and 
2 complete failures in which the graft 
was lost due to infection. The wounds of 
the last mentioned cases had been healed 
only about three months or somewhat less. 
All had had a prolonged suppuration of 
the wound and all had preliminary seques- 
trotomy performed by us. 


In the two cases in which the grafts 
were removed on account of infection be- 
neath the grafts, the two incisions were 
used at the time of cranioplasty. In the 
one case the transplant was taken from 
the tibia and in the other from the skull. 
In neither case was there the slightest evi- 
dence of infection in the wound from 
which the graft had been taken, but was 
confined to the area beneath and about the 
graft. The periosteal and the pericranial 
portion of the grafts, respectively, “took,” 
while the bony portion became separated 
and had to be removed. We feel, there- 
fore, in the two cases that the infection 
was latent and that sufficient time had not 
elapsed in these individual cases before 
the cranioplasty was done. The one wound 
is being Dakinized, while the other so 
treated healed, a scalp plastic has been 
done, and the area will soon be ready for 
cranioplasty. 
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We had no deaths and no cases of pneu- 
monia or other illness following the opera- 
tion. 


FATE OF BONE GRAFT 


As to the ultimate fate of the graft, we 
can not yet make a definite statement. 
Only time, further observation and the 
x-ray will determine this. We had the op- 
portunity of seeing two grafts which were 
removed, the one following infection and 
the other after death, several months fol- 
lowing the repair of the defect. The edges 
of the bony portion of the graft had be- 
come smoothed off and firmly united with 
the beveled margin of the defect. The 
under surface of the graft was likewise 
smoothed off and did not present any bone 
spicules growing into the dura. We have 
also observed a patient who had taken 
a general anesthetic, which was followed 
by a late double pneumonia and empyema 
of the right chest, accompanied by a pro- 
longed high febrile condition and delirium. 
Late thoracotomy with rib resection was 
done, the cavity was Dakinized, sterilized 
and allowed to close. During the conva- 
lescence the graft became softened (with- 
out infection) and about five months after 
the cranioplasty the defect presented the 
same appearance as before the operation; 
pulsated, gave impulse on coughing and 
the radiographic plates showed no evi- 
dence of the presence of the graft. A 
cranioplasty was performed by us, local 
anesthesia being used. The graft has re- 
mained solid in the three months which we 
have had to observe him since the opera- 
tion. This is the only case we have seen 
in which the graft has been absorbed. The 
absorption may have been influenced by 
the febrile condition. We have sent out 
questionnaires to the patients operated 
upon by us and we expect to report later 
upon the ultimate results of cranioplasty. 


We wish to express our thanks to Dr. 
Charles H. Frazier for the privilege of 
operating on the majority of our patients; 
also to him and to Dr. Claude C. Coleman 
for valuable suggestions; to Dr. Samuel 
D. Ingham for the neurological examina- 
tions; to Dr. Gordon Berry for the otolog- 
ical examinations; to Dr. Warren Reese 
for the ophthalmological examinations; to 
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Dr. C. J. Davis for the radiographic plates ; 
and to Corporal Thompson and Miss 
Bowen for photographs. 

53 E. Sixty-fifth St. 
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DISCUSSION 


Dr. C. C. Coleman, Richmond, Va.—I can dis- 
cuss Dr. King’s paper with a great deal of in- 
terest, because I recognize many of the cases he 
has shown, and I wish to say that even these 
splendid illustrations and photographs do not do 
justice to his excellent work. I think in order 
to appreciate the subject fully it is necessary to 
follow the patient through the results obtained 
by the operation performed. It seems to me the 
paper of Dr. King presents the best illustration 
yet given of the excellent work done by head 
units overseas. When we see this large number 
of cases with such severe intracranial lesions, 
and find that a large number of them have re- 
turned to this country, many with only slight 
disability, I think nothing further need be said 
about the excellent work done by Dr. Cushing 
and his associates. 

I have been very much interested in the technic 
of cranioplasty. In a conversation with Dr. Chas. 
H. Frazier he told me he had been using it in 
civil practice for many years before the war. 
Dr. King found that other surgeons were also 
using it. At any rate, it is a good operation. 
Cranioplasty does not relieve defects in the brain; 
it merely covers them and fills a gap in the 
skull. I believe the local instability of the brain 
mass and the vascular fluctuations in the brain, 
are largely responsible for the symptoms which 
have been regarded as characteristic of cranial 
defects by all the writers on the subject. The 
patients have vertigo; they do not like sudden 
movements of the head, and anything that brings 
about a fluctuation of the brain mass at the site 
of the defect is complained of by these patients. 
The patients know that they have this hole in 
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the head and that nothing may stand between 
them and an injury to the brain except the soft 
tissue. With the patients who had hemiplegia 
it was necessary that they be given certain 
physical exercise, and it was not: possible to get 
them to take this exercise enthusiastically un- 
less the bone defect was operated upon. 

In reference to the source of the bone trans- 
plant, I believe we must consider certain condi- 
tions of the osteogenesis of the bones of the 
scalp and of the long bones. Fractures of the 
skull heal without much callus, but those of the 
long bones need and produce abundant callus. 
Therefore, in taking a transplant from the tibia 
which theoretically may produce considerable 
callus and cause irritation of the dura and cortex 
we may defeat the purpose of the operation. In 
my own cases of cranioplasty I think I use a 
thinner transplant than either Dr. Frazier or 
Dr. King. It does not seem to me best that the 
transplant should be thick. We found that with 
these patients that if you have a thin transplant, 
and the patient is put flat in bed with his head 
low, the slight rise of intracranial tension 
brought about by the horizontal position will 
cause the thin transplant to assume the exact 
contour of the skull. I, therefore, have adopted 
the post-operative, head low position of the pa- 
tient in all cases since these facts were noted, and 
I believe the cosmetic results have been greatly 
improved. I am quite sure Dr. King has covered 
these points fully in his paper. Cranioplasty has 
two functions: that of protection and the cos- 
metic effect. 

As to the question of sewing up the wound, I 
prefer the two-layer suture, such as was advo- 
cated by Dr. Cushing years ago. This method 
has seemed to me to give better scar. 

The question may arise as to whether or not 
a subtemporal decompression may be followed 
by the cranial defect syndrome. I do not think 
the conditions are similar. A defect at the base 
of the skull firmly protected by temporal muscle 
and fascia is not likely to produce the same symp- 
toms as a defect near the vertex. These latter 
defects are the ones which often need repair. 


Dr. Ernest Sachs, St. Louis, Mo.—I have not 
had the large experience with cranioplasty that 
Dr. King and Dr. Coleman have had, but I have 
had some experience in civil practice. I have 
employed the method of Gosset of using cartilage 
from the edge of the ribs and have cut it off with 
a modified “spoke shave” which the carpenters 
use. In following up two cases of that sort by 
means of the x-ray, there was evidence of calcium 
deposits and it seemed to make a very satisfactory 
support. 

I was very much interested and gratified to 
hear the conservative attitude that Dr. King and 
Dr. Coleman took in regard to cranioplasty and 
in regard to its influence upon the symptomatol- 
ogy. Last spring at the American Surgical As- 
sociation Dr. Primrose apparently took the view 
that sypmtoms were greatly relieved by the in- 
sertion of the bone graft. That seems rather im- 
probable. I think the psychic effect and the sup- 
port that the patient receives seems to be the 
most important factors in these cases. I have 
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been much interested to note this. Dr. W. S. 
Halsted, who has made so many valuable contribu- 
tions, has expressed the view that it would be 
better in cranioplasty to turn the periosteal sur- 
face toward the dura than have the rougher por- 
tion of the bone face downward. So far as I 
know, Dr. King did not try that, but it seems to 
me it is a thing that is worth trying, as you 
would have a smooth surface over the dura and 
all views coming from Dr. Halsted are well worth 
considering. 


As to the question of single or double layers 
of sutures in the scalp, I have always considered 
that sewing the edges of the wound together very 
carefully in addition to the scalp was a very im- 
portant thing. 


Dr. Charles E. Dowman, Atlanta, Ga.—I would 
like to ask Dr. King a question. At the time of 
operation on these soldiers with cranial defects, 
were cultures made? If so, what percentage gave 
the growth of organisms? The reason I ask this 
question is because at the time of the original 
injury all of these wounds were potentially in- 
fected, some of them no doubt actually infected 
at the time of the primary operation. On this 
account as little foreign material as possible was 
left in the wound, though at times a few fine 
silk ligatures were necessary. At U. S. General 
Hospital No. 6, where I was located for about 
fovr months after returning from France, some 
of these cranial defect cases were operated upon, 
and, if I am not mistaken, two of them died of 
meningitis. In one of these, at the time of op- 
eration, Colonel Babcock found a small substance 
in the wound consisting of what seemed to be a 
fine silk ligature. A culture of this substance 
was made and a growth of micro-organisms ob- 
tained, although many months had elapsed since 
the primary operation. The British” recommend 
that at least one year be allowed to elapse after 
compound fracture cases have become healed be- 
fore bone plastic operations are attempted. This 
is because of dormant areas of infection which 
may be completely encapsulated for many months, 
but which will reinfect the wound should too 
early secondary operations be attempted. Per- 
sonally, I believe this to be of even more impor- 
tance in cranioplastic work, for in these cases, 
unfortunately, if there occurs an infection the 
outcome is more apt to be a fatal one. 


I was pleased to hear Dr. King emphasize the 
fact that it is for symptoms of psychic and or- 
ganic basis that the operation is advised. I am 
absolutely opposed to the wholesale practice of 
closing every cranial defect. There is no reason 
why a small opening should be closed unless there 
is a definite symptomatology, either of psychic 
or organic origin, calling for relief. This point 
can not be too strongly emphasized. 
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REMINISCENCES IN BONE SURGERY 
WITH SPECIAL REFERENCE 
TO POTT’S DISEASE* 


By R. TUNSTALL TAYLOR, 
B.A., M.D., F.A.C.S., 

Late Lieutenant-Colonel, M.C., U.S. Army, 
and Chief of Orthopedic Service, U. 
S. Army General Hospital No. 2, 
Fort McHenry, Maryland, 
Baltimore, Md. 


From the vast amount of bone surgery 
in the great war, estimated by Sir Robert 
Jones as 70 per cent of the casualties, the 
Army Medical Corps surgeons learnt 
many lessons, which are most valuable in 
application to civil and industrial surgery. 
This is especially the case in regard to 
bone grafting. 

The consensus of opinion was that the 
autogenous bone graft was superior to any 
other and beef bone especially was unre- 
liable. 

In many of the wounded; scar tissue had 
to be incised, and notwithstanding a pur- 
posed delay of several months to prevent 
reinfection, a hidden, unnoticed and en- 
capsulated pocket of pus might be in- 
vaded, which would vitiate the technic and 
end-result of the procedure. 

In other instances, it was inevitable that 
intervals existed between the graft and 
the host segments of bone, and if such 
were the case to any appreciable extent 
with bone debris, hemorrhage or “bone- 
seed” filling gaps, no matter how aseptic, 
speedy and careful the technic otherwise 
might be, hematogenous infection occurred 
and non-union resulted. In other words, 
it is essential for a bone graft to fit tight, 
both laterally and at the extremities, so 
that new invading capillaries might come 
in not only from the periosteum and cor- 
tex, but from the endosteum as well. It 
was therefore desirable to forcibly push 
the graft into place, and this yields 
best results. The tighter the graft 
fitted and the more securely it held 
the segments in place and the less ex- 
ternal fixation by plaster-of-paris or splints 
required, the more likely was the re- 


*Presented at the 116th meeting of the Med- 
ical and Chirurgical Faculty of Maryland. 
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sult to be successful. This, of course, is 
not to be misconstrued to mean that the 
fixative dressing to preserve alignment of 


Fig. 1—Bradford bed frame and author’s 
bib, pelvic band and steel clips (held in 
doctor’s hand before slipping on frame). 

the limb was unnecessary, for it always 
is, but is meant to imply that many bone 
grafts are in so loose that virtually the 


MEDICAL JOURNAL 


October 1920 


Metallic approximation of bones is to 
be avoided if possible and if used it should 
be most temporary, as metal causes bone 
absorption. 

Many grafts are too thin and should be 
of ample size, as rapid absorption takes 
place and fracture may occur before the 
slow new bone formation substitution oc- 
curs. 

These points are well worth our consid- 
ering in industrial and railroad surgery. 

On the other hand, in certain progres- 
sively extending diseases, such as tuber- 
culosis of bone, the necessarily superficial 
bone graft must be supplemented by 
splints, which counteract the mechanical, 
anatomical and pathological disadvantages 
which obtain until such time as the dis- 
ease is cured and the bone graft is so 
solidly organized with adjacent bone that 
further deformity is impossible. 

Upon the advent of the operative treat- 
ment of Pott’s disease, as advocated by 
Albee and Hibbs, we naturally, with due 
admiration for the methods proposed and 
the evident fixation obtained by the bone 
graft, must not expect immediate cure 
unaided as heretofore by mechanical fixa- 
tion. 


While in no sense questioning the value 
of the new procedures, the indications for 
them in certain cases and the brilliant 
cures obtained thereby, are we to apolo- 
gize for and relegate results obtained by 
mechanical processes alone to the scrap 


Fig. 2.—Child on Bradford frame fixed with hea d and foot traction and apparatus shown in Fig. 1. 


external dressings are depended upon to 
hold them in place. It is the old story 
of the surgical anathema, ‘dead space.” 


heap? Operative procedures are to be re- 
garded as adjuvants that shorten the du- 
ration of necessary treatment. Mechan- 
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ical fixation is just as essential and im- 
portant as formerly. In fact, the more 
“fussy” we are in the mechanical technic 
in the treatment of this disease the better 
will be our final result. 


Many of the results obtained by the op- 
erative and mechanical treatment are so 


Fig. 3.—Double photographic exposure, pa- 
tient seated and suspended. Showing no 
decrease in deformity. 


exact and satisfactory that the prognosis 
can be given in advance, with fair con- 
servatism, barring accidents, as favorable 
to cure, to prevention of deformity and 
im many instances to the correction of 
slight or moderate deformity in still active 
processes. In other words, from the study 
of a large number of cases, methods are 
at hand for an exact scientific means for 
attaining maintenance of a normal spinal 
contour if the diagnosis is made and treat- 
ment instituted early. Aside from the 
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classical symptoms of gradual onset, stiff- 
ness in posture and gait, protrusion of a 
spinous process, pain referred to the front 
of the body, night cries and slight devia- 
tion of the temperature, the careful diag- 
nostician should not overlook the aid af- 
forded by absence of leucocytosis, lateral 


Fig. 4.—Same patient as shown in Fig. 3, 
hyperextended and suspended. This 
shows how essential hyperextension is. 
By this method and apparatus for hy- 
perextension, the position obtained was 
availed of to apply plaster of paris 
jackets. 

as well as antero-posterior x-rays, and pos- 
itive tuberculin tests, if needed. 

It is to be granted that results can not 
be attained in six to twelve weeks, as at 
first claimed for the operative treatment, 
nor can we as yet feel secure and cer- 
tain by any means, whether mechanical 
or surgical, that deformity will not in- 
crease and that the patient will be de- 
tubercularized in so short a_ period. 
Twelve months to three years have been 
the minimum durations of treatment de- 
pending upon the duration and extent of 
the disease and the region involved. The 
lower down in the spine, the greater the 
weight borne and the longer the treat- 
ment must be continued. 
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The writer distinctly wishes to convey 
the deep appreciation he feels for the ad- 
ditional methods in the operative treat- 
ment of tuberculosis of the spine as de- 
monstrated by the authors named, and the 


Fig. 5.—Patient shown 
in Figs. 3 and 4, 
cured and as he ap- 
pears today, nine 
years after treat- 
ment. 


following is more in the nature of a re- 
port of what the operative plus the me- 
chanical methods and details of technic 
have accomplished as employed by him 
than in any sense a criticism of the op- 
erative ankylosis of the spinous processes 
and laminae alone. With Brackett’s well- 
known observation before us, we know that 
the rarest end-result and that most to be 
desired is ankylosis posterior to the can- 
cellous vertebral bodies in the denser ar- 
ticular processes, so that these fulcra may 
prevent further traumatic motion by fixa- 
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tion. By the leverage of Hibb and AIl- 
bee’s operations obtained in fixation of 
the spinous processes, we attain a point 
beyond the best and unfortunately the 
rarest end-result afforded by nature. 


Fig. 6.—A and B show lateral compression of 
chest by long straps. C shows protec- 
tion of chest from lateral compression 
by short straps from added lateral up- 
rights. a—apron. u—upright. s—straps. 
Arrows indicate force exerted. 

However, let us not discard tried and 
true methods which in the past have stood 
us in good stead in all early cases any more 
than we would deliberately ankylose an 
early case of coxalgia or tuberculous knee 
without first trying by the means hitherto 
satisfactorily employed so to build up the 
patient’s power of resistance or immunity 
to tuberculosis, as well as protect the joint 
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from deleterious trauma by mechanical 
fixation and traction and secure ultimate'y 
all function possible. 


TECHNIC EMPLOYED 


In the following cases some fifty have 
been selected from the writer’s private and 
out-patient clinics that reasonably obeyed 


Fig. 7—Method of bending and fitting cen- 
tral uprights with lateral uprights de- 
tached. 

the detailed instructions and reported reg- 

ularly for examination and modification 

of treatment, or, in other words, such as 

gave the mechanical methods a fair chance. . 


HYGIENIC TREATMENT | 
Many of these cases had the advantage 
of climatic treatment away from city en- 
vironment, out of doors at our mountain 
hospital at Blue Ridge Summit, on the 
porches of St. Agnes Hospital and at the 
Kernan Hospital for Crippled Children, 
winter and summer, and in summer also 
at the Orange Grove Children’s Country 
Home, in the hills of Baltimore County 
and at the Virginia Beach Sanatorium in 

Princess Anne County, Virginia. 
In fair weather and foul, in snow and 
rain, many of these have been kept out, 
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protected from the wet by rubber sheet- 
ing, screens or wind breaks or the glazed 
French windows on the hospital porches, 
only such being closed in storms as to 
prevent undue exposure. In winter the 
usual caps, gloves and sleeping bags were 
used. It was noted that those having the 


Fig. 8.—Author’s brace applicable to cases 
of cervical, upper or mid-dorsal diszase. 


greatest exposure to sunlight showed the 
most rapid improvement, although no 
routine exposure was made to the bare 
skin and tanning in all these cases, but in 
those in which this was done the detuber- 
cularization was more rapid. 


IMMUNIZATION 


In addition to the increased power of 
resistance afforded by fresh air and sun- 


light, routine forced feeding and_ such’ 


tonics as tincture of nux vomica, syrup 
of the iodid of iron or tincture of the chlo- 
rid were standing orders. Since 1904 tu- 
berculin was given therapeutically as a 
routine largely by the Wright method and 
always short of systemic or local reaction, 
as far as possible. No effort was made to 
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push the tuberculin to the extreme degree 
of tolerance. Tuberculin (in 1-250 or 
1-500 “O. T.” solutions) has also been 
used in sinuses with apparent gain. 


RECU MBENCY 


Recumbency was employed in all acute 
cases when first seen and effected by means 


Fig. 9.—Author’s brace used with webbing 
straps instead of apron to promote chest 
expansion. 


of the Bradford frame. Fixation was ac- 
complished by means of the writer’s bibs, 
pelvic bands and bed-frame spring-clips 
and straps (Fig. 1). Slipping down on 
the frame was prevented by perineal 
straps fastened to the top of the frame 
and slipping up by shoulder straps crossed 
and fastened to the bottom of the frame. 


Hyperextension was employed in all 
cases, either by folded sheets in small 
knuckles in lower dorsal and lumbar cases 
or the grooved and felt covered blocks, be- 
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ing the width of the trunk, in the upper 
dorsal and cervical cases. These were 
made fast to the frame by webbing or 
tape (Fig. 2). 

Head and leg traction was used in very 
acute cases; sometimes one, sometimes 
both. 


Fig. 10.—Lateral uprights added to C. F. 
Taylor brace for lumbo-dorsal disease. 
U—“U-Piece” to extend further down on 
pelvis and increase length of leverage. 


SPINAL SUPPORTS 


Either braces or plaster jackets were 
used in connection with the bed treatment 
in certain cases, in which acute symptoms 
called for more secure fixation or hyper- 
extension than that afforded by the bed- 
frame, block, etc., alone (Figs. 3, 4 and 5). 

In no instances, whether recumbent or 
ambulatory, were plaster jackets used 
above the eighth dorsal nor were Calot or 
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the grand Calot jackets employed, as it 
was felt that less cumbersomeness and 
more accuracy was possible as to the in- 
creasing degree of pressure or hyperex- 
tension by braces or jackets applied on 
the kyphotone, either upright or recum- 
bent, and as figure-of-eight than by put- 
ting in more felt later by the Calot method 
and cutting fenestra. The freedom of 
respiratory movements could be regulated 
in the case of the braces by the arrange- 
ment of the straps (Fig. 9). 


VA 


Fig. 11.—Typical out-patient history card 
showing tracings of the recession of the 
deformity with treatment. Records made 
by different externes. 


Whether the U-piece was employed like 
that in the C. F. Taylor brace (Fig. 10) 
or the straight pelvic band as used in the 
writer’s brace for upper dorsal or cervical 
disease, central uprights not only were 
used that escaped the spinous processes on 
each side by four or five mm., but lateral 
uprights were added, extending to the 
mid-scapula region along the posterior ax- 
illary folds to afford additional rigidity, 
to prevent posterior bulging of the ribs 
and especially to avoid lateral pressure 
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by the long straps on the thorax, which 
tends to increase the antero-posterior di- 
ameter at the expense of the transverse, 
itself a detriment and likely to increase 
the deformity (Fig. 6). The lateral pieces 
are always detached, as shown in the i'lus- 
tration, from the shoulder-piece when the 
central, important leverage and hyperex- 
tending uprights are to he bent and fitted 
(Fig. 7). 

In lesions from the eighth dorsal up- 
ward, the writer considers it essential for 


Fig. 12.—What may be expected in un- 
treated or neglected cases. 


the most efficient fixation that the central 
uprights shall extend from the pelvic band 
to the posterior occipital protuberance and 
occipito-temporal band, affording thereby 
much more security than any head support 
permitting rotation on a rod in the cervical 
region. In fitting the central uprights 
the aim should be to secure as flat a back 
as possible, not only lessening the physio- 
logical curves but preventing the patho- 
logical. The central uprights should, 
therefore, in dorsal disease, avoid pres- 
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sure in the lumbar region if lordosis exists 
and similarly in the cervical region should 
be fitted with the head held very erect and 
the chin held well in and back. 

The pelvic band comes just below the 
posterior superior spines and the shoulder 
piece comes to the mid scapulae when the 
shoulders are held well back (Fig. 8). 

The tracing of a cured case shows pic- 
torially what these methods have accom- 
plished (Fig. 11). These cases have flex- 
ible spines, require no support and have 
had no relapses nor tendency to increased 
deformity, since the braces have been left 
off, two or more years ago. 

In conclusion, the author feels that the 
bone graft operation should be done early 
to minimize as far as possible the appear- 
ance of the deformity and check the patho- 
logical process. Late bone graft has to 
work at a mechanical disadvantage, as the 
spine is already flexed (Fig. 12). 

1102 North Charles St. 


NON-HYPERTROPHIC FORMS OF 
PROSTATIC OBSTRUCTIONS* 


By BRANSFORD LEWIS, 
M.D., B.Sc., F.A.C.S., 


and 
NEIL S. Moore, M.D., 
St. Louis, Mo. 


Non-hypertrophic obstruction of the 
vesical neck is not by any means a new 
condition, and was recognized as early as 
1830 by Guthrie, but an extensive review 
of the literature shows that very little has 
been written upon the subject, and most 
of that in the last ten years. MacMunn 
says that very little attention is paid to 
the condition outside of England and 
America. The cases to be reported have 
been selected from a number with similar 
symptoms, but slightly different condi- 
tions. and are definitely anatomical. The 
trouble was entirely at the bladder neck 
and, except for one case, without involve- 
ment of the nervous system. 

We have been unable to determine the 
etiology. The ages range from three to 


*Read in Section on Surgery, Southern Medical 
Association, Thirteenth Annual Meeting, Ashe- 
ville, N. C., Nov. 10-13, 1919. 
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sixty-four years. Infection seems to play 
a minor part, if any, as only two gave a 
history of gonorrhea, and many have come 
with clear urine and gave a negative his- 
tory of previous infection. No particular 
mode of living, habits, occupation or cli- 
mate appears to influence the condition. 
It is, however, influenced by different sea- 
sons and usually much aggravated by win- 
ter and early spring. 


Some patients have given a history of 
urinary troubles from childhood, in that 
they were unable to urinate as other boys 
did. The stream was slow to start, small, 
sluggish and required a good deal of time 
and effort. The onset may be gradual or 
sudden. All complain of urinary fre- 
quency, usually accompanied with some 
pain, which does not differ from the fre- 
quency accompanying hypertrophic ob- 
structions; the stream is slow, small, and 
often cuts off during the act. Bleeding 
and tenderness are rare symptoms, and 
only one case has developed complete re- 
tention. 


All older patients have shown signs of 
absorption of toxines from retained urine, 
whether decomposed or not. 


A complete examination is the direct 
and only key to an accurate diagnosis. 
There is residual urine varying in amount 
up to complete retention. The soft rubber 
catheter usually is passed without diffi- 
culty, but often meets resistance at the 
vesical neck. Later it may yield, and 
again contract upon the catheter. The 
prostate to rectal palpation is not en- 
larged, but may be smaller than normal; 
it is uniform in outline and not tender. 
Cystoscopy fails to reveal any intravesical 
enlargement of the prostate. There are 
no nodules of enlargement in the prostatic 
urethra. There is a definite ring of tissue 
surrounding the bladder neck, varying in 
caliber from a snug fit of the cystoscope 
to one of sufficient size to admit a large 
urethral sound. The median bar in our 
experience seems to be a part of the con- 
tracting ring and is accentuated in size. 

The bladder wall may or may not be 
affected, dependent upon the time the 
process has existed. There is usually a 
certain amount of inflammation; there 
may be a small or large amount of trabecu- 
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lation or even diverticulation. In one case 
reported herein, it was necessary to re- 
move a large diverticulum after the cause 
of the trouble had been corrected. 


Again quoting Guthrie, “To obtain the 
best results the object is to divide the bar, 
dam or stricture with as little injury as 
possible to the neighboring parts.” In 
our hands this has been obtained by means 
of a high frequency fulguration cautery, 
something after the style of the Bottini 


Showing contracture at the vesicle neck with 
very slight hypertrophy. 


cautery. It has been constructed so that 
it can be satisfactorily used through the 
Bransford Lewis Universal and Operating 
Cystoscope. The instrument is as simple 
as the operation and consists of a small 
wire cable with a knife-shaped electrode 
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The urethra is cleansed as well as pos- 
sible by irrigating with boric or saline so- 
lution, is then anesthetized and the cysto- 
scope is introduced. The band of con- 


traction is located and demonstrated, the 


electrode is carefully placed, the blade 


turned posteriorly, the current is turned 


on by means of a foot switch and an in- 
itial trial is made. If all is working well, 


the sparking is done for from fifteen sec-. 
onds to one minute, the electrode be- 


ing observed all the time through the 
telescope. Then the electrode is slightly 
withdrawn and the contact renewed until 
the contracted band is cut through deeply. 
The patient is put to bed for twenty-four 
to thirty-six hours with a retention cathe- 
ter in place, if necessary, and another ap- 
plication made at the end of the week. 

In the interval the urethra should be 
dilated once or twice with the Kollmann 
dilator, followed by a post-urethral irriga- 
tion. The next fulguration may deepen 
the groove already made, or an entirely 
new one may be made on either side of the 
first one. The latter is really preferable, 
if the old groove appears deep enough, or 
if there has been any bleeding. Usually 
one to five such treatments with dilatings 
during the intervals suffice. 

This has proven a most effectual treat- 
ment in properly selected cases. It does 
not cause the hemorrhage that usually ac- 
companies the Young punch operation. 
It is easy of performance and entails a 
minimum of danger. The patient usually 


Prostatic Electro-Incisor. 


on its distal end, with an attachment for 
connecting with the bi-polar current on the 
proximal] end, and so insulated that it will 
not short-circuit into the cystoscope. It is 
used through the direct or the indirect 
operating telescope of the cystoscope. 
The operation as usual for cystoscopy is 
performed under local anesthesia, after 
having given one-fourth grain of morphin 
sulphate hyperdermically a few minutes 
before the operation. 


becomes ambulatory within thirty hours 
after treatment. Pain is insignificant and 
the operator is able to see just what he 
is doing throughout the operation. 


CASE REPORTS 


Case 1.-—-H. I. R., referred by Dr. Walter Lig- 
gitt, Oswego, Kans.; age 64; married; farmer. 
Present health fairly good; denies venereal infec- 
tion. Injury to perineum; fifteen years ago was 
thrown from a horse. This was immediately fol- 
lowed by acute retention of urine, necessitating 
the use of a catheter. 
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Two months before we saw the patient he de- 
veloped an acute retention without prodromal 
symptoms except for a mild frequency. This 
followed a ride in an automobile on a cool day. 
He was taken from his home in Kansas to a 
hospital, where examination and diagnosis of 
prostatic hypertrophy was made and a supra- 
pubic tube drain inserted into the bladder, 
through which all urine passed. 

After remaining in this hospital for six weeks 
with the drain in place, he became impatient and 
returned home. It was two weeks later that we 
first saw the patient and examined him. There 

as a retained supra-pubic drain through which 
all urine passed. The urethra was entirely at 
rest. He was anemic, cachectic, and on the whole 
his condition was very bad.  Rectal-palpation 
— the prostate smooth, not enlarged or ten- 

er. 


Blood Wassermann negative. At cystoscopy 
the only positive sign found was a distinct band 
of contraction at the bladder neck. Six special 
fulgurations were done, covering a period of two 
months, alternating with urethral dilatings and 
a urethral catheter was retained until the supra- 
pubic fistula had healed. Two and one-half weeks 
after the first treatment the patient was passing 
urine freely and got up only once at night. There 
was no residuum; general condition very much 
improved. He gained ten pounds in weight. A 
month later he returned home and engaged in his 
usual farm duties. May 28, 1919, nearly three 
years later, the patient reported that he had been 
having excellent health, had gained considerable 
weight, but for the past two or three weeks had 
had painful and frequent urination. 


Examination showed considerable pus and colon 
bacilli in the urine, with about 15 c. c. residuum. 
This all cleared up within a week’s time under 
treatment consisting of urethral dilatings and ir- 
rigations. 


Case 2.—C. J. O., age 55, office manager, mar- 
ried. Past health good; denies venereal trouble. 
For the past two years has noticed frequent urina- 
tion, especially marked in winter. Up once or 
twice at night to pass urine; no other symptoms. 


About ten days before applying for treatment, 
he noticed aggravation of old symptoms, passed 
urine every thirty minutes to one hour, day and 
night. Stream slow to start, sluggish and small. 
He had passed no blood or stones. Examination 
of the urine was clear, of low specific gravity; 
otherwise negative. There were 26 ounces of 
residuum. The prostate showed no enlargement; 
smooth, not tender. 


The passing of the instruments through the 
urethra met with definite resistance at the blad- 
der neck, which gradually relaxed, only to regrip 
the instrument. General condition was fairly 
good. All reflexes negative; blood Wassermann 
negative; cystoscopy negative, except for band of 
contraction at bladder neck. Five special fulgu- 
rations at weekly intervals. At the end of a 


month there was only one ounce of residuum. 
This entirely disappeared within two or three 
months with dilatings and irrigations. 
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Patient has now gained considerable weight, 
feels fine and appears ten years younger than 
before the operation. 


Case 3.—R. W., age 59, banker, married. Past 
health fairly good. Denies venereal infection; 
no previous urinary trouble up to ten months 
before applying for treatment. 

At this time the patient was hurt in a slight 
automobile accident. Two days later developed 
a chill with temperature and frequent urination. 
At this time he passed through his urethra a 
small body which was supposed to be a stone; it 
was lost in the toilet. 


When first examined, he was passing urine 
every thirty minutes and having chills and tem- 
perature. Examination showed seven ounces of 
foul-smelling residual urine, loaded with pus and 
colon bacilli. The prostate was small, smooth, not 
tender. Cystoscopy showed a marked chronic 
cystitis and a band of contraction at the bladder 
neck. There was no enlargement of the prostate. 
His temperature ranged from 99 to 102 degrees. 
Blood Wassermann negative; reflexes negative. 


After carefully preparing this patient for op- 
eration over a period of two months, a fulgura- 
tion was done. Following this repeated dilatings 
and irrigations. At the end of six months the 
patient had gained considerable weight, color 
good, failed to find any residual urine, and had 
been delivered from the state of impending uremia 
and sepsis to a condition where he could carry on 
his many duties in business and play eighteen 
holes of golf without tiring. He has remained 
in excellent condition and without urinary re- 
siduum or contamination now for the past two 
years. 


Case 4.—D. T., referred by Dr. T. F. Gerould, 
Centralia, Ill. Age 53; bachelor. Past health 
very good. Had had several cases of gonorrhea. 
Last attack fifteen years ago. Denies syphilis. 
Often wet the bed when a boy, and occasionally 
during early manhood. About five years ago be- 
gan wetting the bed almost every night; this 
would happen without awakening the patient. 
There was also marked urinary frequency and 
at times the patient had difficulty in holding the 
urine, often voiding involuntarily. 


Examination.—The stream was slow to start, 
small, requiring considerable straining. He had 
passed no blood or stones. There were nine 
ounces of residual urine, containing much pus 
and many organisms, principally colon bacilli and 
staphylococci. The prostate was smooth, soft, 
small, and not tender. There were no urethral 
strictures. The patient appeared in a general 
run-down condition; his gait was somewhat ta- 
betic; the blood and spinal fluid Wassermanns 
were negative. Cystoscopy showed a marked 
trabeculation of the bladder, chronic cystitis, no 
enlargement of the prostate and apparently no 
contraction at the bladder neck. The urethra 
was not sensitive. 


A course of anti-syphilistic treatment of six 
doses of salvarsan and weekly injections of mer- 
cury over a period of fourteen months, combined 
with weekly urethral dilatings up to 45 French, 
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showed only a small amount of improvement in 
the bladder condition. But generally the patient 
appeared somewhat better. 


May, 1918, two special fulgurations at inter- 
vals of one month, entirely upon experimental 
basis, were done. Following this, the syphilis 
treatment and urethral dilatings were continued. 
February 11, 1919, symptoms much improved; 
patient generally better. There is no residual 
urine, no frequency; he does not wet the bed 
and passes a good-sized stream, though a little 
sluggish; the urine is clear of all infection. We 
are somewhat at a loss to know just which.treat- 
ment was the most beneficial in this case, but are 
inclined to favor the anti-syphilitic. A combina- 
tion of diseases probably existed. 


Case 5.—M. R. W. Referred by Dr. Hutchings 
White, Muskogee, Okla. Age 55. Banker and 
farmer. Married; no children. Past health 
good. Denies venereal troubles. Bladder trouble 
for the past three years. Frequency both day 
and night. No trouble to start stream, but is 
very sluggish and requires about five or ten min- 
utes to complete the act of urinating; has never 
passed blood or stones. 


Examination.—Fairly good sized, sluggish urin- 
ary stream. The urine was cloudy and contained 
a moderate amount of pus and colon bacilli. 
There was one ounce of residuum; general condi- 
tion good; the prostate was smooth; small, but 
moderately tender. 


Four urethral dilatings at two-day intervals 
were followed by much improvement. The pa- 
tient then returned home and was free of symp- 
toms for about two and one-half years. At this 
time the residuum had increased to one and one- 
half ounces. The urine was infected. Dilatings 
at this time failed to give the desired effect. 
Cystoscopy revealed a moderate cystitis. The 
prostatic ring apparently was contracted and 
slightly hypertrophied, a special fulguration 
treatment followed by two weeks’ stay in a hos- 
pital with daily irrigations and two or three 
urethral dilatings; symptoms much _ improved. 
Two months later the frequency was at a mini- 
mum, the urine showed very little infection, and 
there was no residuum. 


Case 6.—N. L. Referred by Dr. P. B. Conant, 
Roseville, Ill. Boy, age 8. Difficulty in urinat- 
ing eight days after birth and was circumcized. 
Mother states that child has always had difficulty 
in voiding urine, and that he would strain and 
become red in the face during the act. February 
2, 1918, he developed an acute retention lasting 
twelve hours, which was finally relieved by the 
use of a catheter. Two months later it was nec- 
essary to catheterize, and again one month after 
this. Several light attacks were relieved by the 
hot sitz bath. February 18, 1919, a complete re- 
tention, which was apparently precipitated by 
a severe cold and tonsillitis. It was necessary 
to catheterize him at regular intervals, which 
was done by his physician, Dr. Conant. Ten days 
later our examination revealed a well-developed 
but poorly-nourished child of about three years, 
above average intelligence. He appeared to be 
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in great pain from an ineffectual desire to urinate, 
only passing a few drops at a time. He is at 
ease when the bladder is empty. 


Steel sounds were passed through the urethra 
at three-day intervals for about two weeks, grad- 
ually increasing to a 23, French. A retention 
catheter was kept in place between the treat- 
ments. In spite of this amount of ee, the 
patient was unable to void. 


Cystoscopy with a small-calibered cystoscope 
revealed practically a normal bladder except for 
a mild cystitis. No abnormality of the bladder 
neck could be elicited. On account of the age of 
the patient, it was necessary to give a generak 
anesthetic and an open operation was deemed 
preferable. Under general ether anesthesia 
perineal urethrotomy and cystotomy was done and 
a deep contracting band was found, surrounding 
the entire bladder neck, which apparently was 
composed of dense fibrous tissue. As it would 
not relax even though the patient was deeply nar- 
cotized, a probe point bistoury was introduced 
through a very small opening into the bladder, 
with a finger in the rectum as a guide, a liberal 
incision was made posteriorly. This was en- 
larged until a finger could be passed into the 
bladder without resistance. 


Drainage through the perineal wound, later 
through the retained urethral catheter. The 
wound healed readily, and one and one-half 
months later the patient had gained weight, was 
passing urine without difficulty and had perfect 
control. Reports since received at intervals state 
that the child has recovered his health and 
urinates as he never did before. 


Case 7.—Dr. W. A. G. Referred by Dr. W. W. 
Graves, St. Louis. Age 70. First conference, 
February 2, 1917. Complaint, urinary difficulty 
and undue frequency for past two years; slow 
starting, frequent hesitation and much irrita- 
tion. 


Examination failed to show hypertrophy, but 
contracture of the vesical neck was deduced from 
the usual signs. Residuum from three to five 
ounces. 


Dilatings, massages and irrigations evoked im- 
provement for a time but did not last, and it 
was realized that something more radical must 
be done. Even if enucleation of the prostate had 
been deemed advisable, it would not have been 
entertained in this case, as the patient was irre- 
vocably opposed to such a procedure. 


Fulguration with the incisor was done May 
14, 1917; repeated May 18, 29 and June 1. There 
was no reaction and the patient was ambulatory 
— all the time. To promote and main- 
tain the effect of fulguration, some deep urethral 
dilatings were done occasionally. 


Urination became free, easy and markedly less 
frequent both day and night. In October cathe- 
terization revealed the absence of residual urine 
after voluntary urination; confirmed on several 
occasions since. The patient reported in the 
same favorable condition as late as January 15, 
1919. 
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‘Case 8.—B. L. Referred by Dr. J. T. Barbee, 
Jackson, Tenn. Age 39. Married. Manufacturer. 
The patient states that since childhood he had 
had difficulty in urinating. Stream small, slow 
to start and very sluggish. For the past fifteen 
years symptoms have been exaggerated. At the 
time of the first examination he had a continuous 
desire to urinate and could only pass a few drops 
at a time; no blood except occasionally after the 
use of the catheter. Has been having chills and 
temperature. 

Examination July, 1913. The patient appeared 

weak, emaciated and septic. The urine was 
cloudy, filled with pus and numerous organisms. 
There. were twenty-eight ounces of residuum. 
Blood Wassermann and reflexes negative. Cysto- 
scopy showed general diffused cystitis and large 
diverticulum, located in left posterior wall of the 
bladder. There was a definite contracting band 
at the bladder neck; no hypertrophy of the pros- 
tate. Under urethral dilatings and irrigatings 
the residual urine was reduced to ten ounces. 
After treatments had been discontinued for a 
short time there was a return of the old symp- 
toms. 
: January 13, 1914, under general anesthetic ex- 
ternal perineal urethrotomy and cystotomy was 
done. The bladder neck was stretched by means 
of a uterine dilator, then incised with a probe- 
pointed bistoury to the right, left and _ poster- 
lorly. 

An uneventful recovery was made from this 
operation and the patient’s condition was very 
much improved. January 15, 1917, the patient 
returned complaining of the old symptoms. 
Cystoscopy and cystograms at this time showed 
the diverticulum to be almost equal in size to the 
bladder. 

Under general anesthesia the diverticulum was 
resected, after which the patient made an un- 
eventful recovery and all of his old bladder 
symptoms disappeared. At the present time his 
general condition is good, he has no frequency 
and no residuum. 


SUMMARY 


From the study of the above cases we 
feel that the following conclusions can be 
deduced: 

1. Non-hypertrophic obstruction at the 
bladder neck is a definite pathological con- 
dition, appearing at any age, but most 
commonly in later life. 

2. Its diagnosis is practically easy, pro- 
viding a systematic examination is made. 

3. Of the different points in the exam- 
ination probably cystoscopy is the most 
important. 

4. We feel that the treatment used is 
very simple, easy to do, if done properly. 
The patient does not have to go to the ex- 
pense or spare the time of an open opera- 
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tion. The risk is comparatively small, 
and the results in appropriate cases have 
been very satisfactory. 


DISCUSSION 


Dr. Courtney W. Shropshire, Birmingham, 
Ala.—I think this is a very timely topic and one 
that is overlooked to a certain extent. When a 
patient reports with retention, or with residual 
urine, the average man at once considers either 
a stricture or hypertrophy of the prostate. In 
these cases of non-hypertrophy of the prostate, 
as you know, we have a definite obstruction not 
involving the prostate per se.. We have a ring 
of fibrosis, as explained by Dr. Young, and we 
have a hyperplasia of the muscle with the wall 
infiltrated and then, lastly, we have the increase 
of the inflammation of the suburethral and sub- 
trigonal glands. There is one point that I have 
found of great assistance in the differential diag- 
nosis between the true hypertrophy and the non- 
hypertrophic form, and that is the passage of a 
sound with the finger in the rectum. In the 
true hypertrophy you have a large space and 
in the cases of non-hypertrophy you do not. 


Many different methods of treatment have been 
suggested. Hepetin, with his appliance to be 
used in the deep structures, then Chetwood, and 
then Young came out with his punch operation— 
which is all very well except for the hemorrhage 
which, of course, can be controlled by the large 
catheter. Busby several years ago advocated 
the removal of the obstruction with the cautery, 
using a high frequency electrode, but I have 
heard Dr. Busby state since that this was not 
satisfactory even to him. Now, Lewis has come 
along with his appliance and it has the advan- 
tage of being clear to the eye. I would like to 
ask Dr. Lewis if with his punch operation you 
can go deep enough to give full relief. Dr. Ber- 
ger, of New York, advocated, at the meeting in 
June, doing a suprapubic operation and taking 
a V-shaped section out of the obstruction. That 
I have not had occasion to use yet, but I think 
Dr. Lewis is to be congratulated on his idea if 
his instrument can burn deep enough to destroy 
the tissue. 


Dr. E. G. Ballenger, Atlanta, Ga.—I did not 
have the pleasure of hearing the first part of 
Dr. Lewis’ paper, so I do not know exactly the 
plan he has in mind. Four years ago in San 
Francisco Dr. McCowan, of Los Angeles, directed 
attention to the use of the high frequency cur- 
rent in the treatment of these contractions and 
presented a long gold needle which he used for 
anesthetizing these contractions at the neck of 
the neck of the bladder. I had him secure one for 
me and in three instances I was able to get very 
satisfactory results by using this to secure local 
anesthesia of the lower segment of the ring 
where the contraction is, then with a sharp elec- 
trode inserted into the contracted part it was 
fulgurated and destroyed with very little diffi- 
culty. With the area thus cocainized but little 
pain was caused. Of course such a plan has a 
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somewhat limited field of usefulness, because you 
do not often find such contractions at the neck 
of the bladder, most of the obstructions being 
from hypertrophied glands. It is necessary to 
differentiate these contractions from other ob- 
structions, tabes, etc., which can be done easily 
if we will take the trouble. 

Dr. J. Hugh Carter, Memphis, Tenn.—I wish to 
ask Dr. Lewis a question. Does he use drainage 
or close up the wound? I judge he uses drainage 
and if that is true, does it relieve the infection? 
If the infection is relieved by the drainage, does 
that not bring about the cure, rather more than 
the relief of the contraction? You might have a 
chronic form of contraction and by the drainage 
obtain rélief. In the first case, there was infec- 
tion around the neck of the bladder and perhaps 
an infection of the prostate with it, and drain- 
age in my opinion afforded the relief. I think 
the drainage there gave as much relief as the 
dilatation. 

Dr. O. LeGrand Suggett, St. Louis, Mo.—It 
seems to me that the condition the Doctor de- 
scribes has little to do with the prostate, but 
rather with the vesical orifice, and does not differ 
materially from stricture of any mucosa-lined 
canal or orifice, a sphincteric fibrosis, as it were, 
of long recognition as “contracture of the neck 
of the bladder.” Inasmuch as this is a sequence 
of a slow inflammatory process, however, I would 
like to ask the Doctor’s opinion of the etiology 
and pathology in these infants he reports. 

While the Doctor’s procedure for the relief of 
these stenoses may suffice in these young and 
less organized contractures, I would prefer the 
more radical operation of Buerger for the denser 
and more extensive ones found chiefly in adults. 


Dr. A. J. Crowell, Charlotte, N. C.—This is a 
very important subject, inasmuch as anything 
which interferes with the elimination of the kid- 
neys’ secretion very materially inhibits its nor- 
mal function. I think we are too prone to jump 
at a diagnosis—whether we be urologists or gen- 
eral surgeons—of hypertrophy of the prostate 
gland. If a patient comes to us with frequency 
of urination, hesitancy, diminished force and re- 
sidual urine, we too frequently make a diagnosis 
of hypertrophy without making a careful study 
of the gland itself or prostatic urethra. There 
are more conditions than a fibrous band at the 
urethral opening and hypertrophy that will pro- 
duce retention. There is on exhibition at Johns 
Hopkins Hospital the bladder and posterior 
urethra of a patient who came under my care 
at seven years of age with sixteen ounces of 
residual urine. I could find no obstruction or 
cause for the retention with the baby cystoscope. 
The blood Wassermann was negative. I sent the 
boy to Young and Geraghty and they found no 
definite cause there for the retention. I saw him 
again seven years later, at which time he had 
forty ounces of residual. His phthalein output 
then was a mere trace in two hours’ time. I sent 
him to Young and Geraghty again, and while 
there he died of pneumonia. They did a post- 
mortem and found a valve which would balloon 
up as the urine ‘passed out the urethra and ac- 
cluded the passage. In the future we will study 
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the posterior urethra more carefully, and _ by 
fulguration and some of the later means of re- 
moving these obstructions we will be able to give 
relief in many cases previously overlooked. 

Dr. Lewis (closing).—The question is very ap- 
propriate as to whether this electric incisor that 
I have submitted will go deep enough. That was 
the reason that I did not take up the plan of 
Dr. Bugby, of New York, because it did not 
strike me that the little electric wire would burn 
deep enough. That was the reason why I devel- 
oped the cautery knife which will burn deeply 
and leave the required groove. The answer is 
embraced in these cases that we have reported. 
In the case Dr. Carter refers to, the patient had 
been drained for a number of weeks by supra- 
pubic drainage. In the other case we used re- 
peated dilatations with only temporary and un: 
satisfactory improvement, but after applying the 
electric incisor we got the permanent effect. 

Now, as to the needle method of cocainizing 
this ring of tissue in anticipation of operating, 
I think that is unnecessary and also more diffi- 
cult of application. We simply put in the tablet 
depositor as described: drop two or three tablets 
of anesthetic and get satisfactory anesthesia, so 
that problem is solved. 

I differ from my friend, Dr. Ballenger, in re- 
gard to the frequency of this condition of con- 
tracture of the neck. I have seen many such 
cases and think it is of frequent occurrence; and 
it demands the definite recognition by the surgeon 
who must treat it on its merits and not as a 
—e prostate, as it is generally consid- 
ered. 

As to the pathology, it is recognized that there 
are congenital infections as well as acquired. 
The child reported did not have time to go 
through the stages of acquiring an infection and 
; would look upon his case as a congenital de- 

ect. 

As to the case from Jackson, that was a case 
of chronic urinary obstruction from contraction. 
When I saw him he had had forty-two years of 
obstruction and I felt the ring there. Another 
patient of twenty-three had a pyonephrosis, a 
dilated. bladder and a ring of tissue, and gave a 
history of obstructed urination since his earliest 
memory. He had never been able to urinate 
completely. I wish I could relate a number of 
cases in which the whole history dates from the 
earliest infancy. It is a pathological entity that 
must be recognized. This method of treatment 
does not incur sepsis and the patient is ambu- 
latory after twenty-four hours. 

I have never used the punch operation, but I 
have had reports from a number of men in dif- 
ferent sections that they have encountered very 
serious hemorrhage after the punch operation. 
That, to me, is ominous, and certainly the opera- 
tion that does accomplish the good results with- 
out the danger is preferable. In this operation 
the patient can get up and walk back to his bed. 
I do sometimes leave the drain in for a day or 
two, but it is not essential. When you see a 
patient recover without a major operation being 
done to secure this recovery I think it is worth 
reckoning with. 
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ABDOMINAL PREGNANCY: CASE 
REPORT 


By E. B. WREN, M.D., 
Talladega, Ala. 


On April 19, 1919, I was called to see a col- 
ored woman living eight miles in the country. 
I found a young married woman twenty-one 
years old with a history of having had her men- 
strual flow December 1, 1918, which amounted 
to flooding for seven days. Then she flowed 
a little for two days. She came unwell again 
December 24, which was the last time. She 
fldoded badly for four days at this time. 

She had no further trouble until January 18, 
1919. On that date she made a trip to Birming- 
ham, Ala., and was taken ill with vertigo, which 


Photograph of uterus, membranes and placenta 
attached to opening in fundus. The probe 
passes through from the opening in fundus 
out at the amputated end. 


continued five weeks. She remained in Bir- 
mingham for two days. She described the sen- 
sation as a “drunk” feeling. 

On my first visit, April 19, I found the pa- 
tient suffering with cramping pains all over 
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the abdomen. She would not try to move, as 
all efforts to do so caused great pain. The ab- 
dominal muscles were rigid. All change of po- 
sition had to be done by the attendants. I ad- 
ministered % grain of morphin, which gave 
some relief. 

I was called to see her again July 26 and 
found her in a worse condition than when seen 
in April. I visited her again the next day, 
July 27, and as her condition was getting worse, 
I advised her husband to bring her to town. 

July 28 I had Dr. C. L. Salter visit her with 
me and we made a careful examination. We 
found what we thought to be a fibroid tumor 
in the pelvis, with a pregnant uterus high up 
in the abdomen. Thinking it doubtful that she 


could give birth to a child at term on account 
of the tumor, as well as on account of the bad 
condition she was in, it was decided to induce 
labor. 


Accordingly, on August 2, under gen- 


Child at three months and one week old, and 
his mother. 


eral anesthesia, I dilated the cervix and packed 
it with gauze and allowed it to remain two days 
without any results whatever. On August 4 I 
repeated the dilatation and packing, going up 
farther into the cavity of the uterus. There 
was considerable shock following this procedure, 
but still no evidence of labor. 

On August 5 the patient’s condition was so 
serious that I advised an immediate operation 
in an effort to save her life. ‘Consent was read- 
ily given and I arranged a place to operate un- 
der a large sweet gum tree in one corner of 
the yard. (The colored hospital was closed at 
the time.) 

An incision was made in the median _ line 
from the symphysis to the umbilicus. A large 
cyst-like tumor was found lying well up above 
the umbilicus and transversely under the dia- 
phragm. This proved to be the membranes con- 
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taining a living male child. The membrane was 
quickly opened and the child delivered. 

Before opening the sack there was no fluid 
in the abdominal cavity. On examining the 
uterus a most interesting condition was found. 
It was about the size of a large orange with a 
large opening in the fundus. The membranes 
were attached all around the opening at the top 
of the uterus and had the appearance of having 
been growing on this surface for months, as 
the membranes were continuous from the outer 
surface of the uterus. The placenta was at- 
tached all around the opening in the fundus. 
The accompanying photograph shows plainly 
the condition that existed. 


A supravaginal hysterectomy was done, re- 
moving one tube and ovary. The abdomen was 
drained and the patient returned to her room 
and placed in bed in condition of extreme shock. 
She was put in bed with the foot of the bed 
elevated and saline solution was given per rec- 
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tum. The pulse was too rapid to count and 

very feeble. She reacted in a few hours and the 

next morning her pulse was 120 and tempera- 

ture 99° F. She ran an irregular temperature 

for two weeks, after which she gained strength 

ed and was able to sit up September 1, 
19. 


I do not find in the literature a ease 
similar to this. The case most like this 
was reported in the Journal of the Amer- 
ican Medical Association June 7, 1919, 
by Dr. Edward Bishkew. The child in his 
case was not saved. My case was evi- 
dently a case of uterine pregnancy at the 
beginning. 

Most of the cases of abdominal preg- 
nancies are primarily tubal and on rup- 
ture are turned loose into the abdomen. 


a 
| 
t 
i 
4 
| 
if 


SOUTHERN 


GENERAL VS. LOCAL FAUCIAL 
TONSIL REMOVAL* 


By FRANK D. Boyp, M.D., F.A.C.S., 
Fort Worth, Tex. 


I have not sought to present anything 
new on this subject. My purpose has been 
to get the views of a number of Southern 
surgeons who specialize in nose and throat 
work. I have submitted a brief ques- 
tionnaire to about sixty of these, and prac- 
tically all of them replied very promptly. 
The result of this inquiry formed the basis 
of this paper, which I am pleased to pre- 
sent to this body. 

Tonsil operations have become so com- 
mon that not only experienced surgeons 
who specialize in this particular branch 
are busy, but, I am sorry to state, many 
general practitioners who have had prac- 
tically no experience in this line of work 
are likewise busy, and will operate when- 
ever permitted. I regret this state of af- 
fairs because for years I have contended 
that the removal of faucial tonsils is a 
capital operation and not to be looked 
upon as a minor operation nor undertaken 
carelessly by any one. 

While tonsillotomy has been practiced 
for more than a century, tonsillectomy is 
comparatively a new operation and has 
been in vogue for only a few years. 

It is contended by some physicians that 
we are removing tonsils in entirely too 
many cases, but I am personally of the 
opinion that it is better to err in removing 
a healthy tonsil than to permit a diseased 
tonsil to remain in the throat. If we be- 
lieve that the tonsils constitute a nest for 
so large a number of diseases, it strikes 
me that it is criminal not to advise their 
removal, and we neglect a duty when we 
do not attempt to persuade our patients to 
submit to operative procedures. It would 
be a shame to permit a patient to continue 
to harbor such a dangerous mass of dis- 
eased glands, which have no function what- 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Thirteenth Annual 
Meeting, Asheville, N. C., Nov. 10-13, 1919. 
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ever to serve and no purpose except to 
provide a habitat for a large variety of 
pathogenic micro-organisms, which may 
at any time invade the system of our pa- 
tients. Certainly we should not be lax in 
giving advice in such cases. 

I am glad to note the propaganda of 
public health authorities and public health 
organizations through public lectures, 
school inspections and the like along this 
line. The laity are being awakened as 
never before to the danger of diseased 
tonsils and are seeking the advice of the 
physician in increasingly large numbers. 
This is particularly noticed among chil- 
dren, as a result of school inspection, and 
those children who submit to the removal 
of diseased tonsils will certainly be 
stronger and better fitted to combat dis- 
ease and assimilate an education than 
would have otherwise been the case. 

With full appreciation of the importance 
of this work, it occurred to me that it 
would be a good idea to get a consensus 
of opinions from a few of our Southern 
operators as to the best method of operat- 
ing and the choice of anesthetics. A 
questionnaire consisting of the following 
six questions was prepared and sent out. 
Forty answers were received in time for 
me to consider the replies and compile 
them in this report. The questions were: 

1. Which do you prefer, local or general 
anesthesia, and in what percentage of 
your cases do you apply such method? 

2. Which do you consider the best local 
and which the best general anesthetic? 

3. Which method of operating do you 
prefer, both as to instruments and anes- 
thetics ? 

4. In which method do you have the 
fewest complications? 

5. What is the period of convalescence 
following the different operations used by 
you? 

6. Should the operation be done in the 
office or should hospital service be re- 
quired? 

I may summarize the forty replies re- 
ceived as follows: 
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Answering the first question, 13 pre- 
ferred general anesthesia altogether, 
whether in adults or children; 21 pre- 
ferred local anesthesia in adults only; and 
5 preferred general anesthesia in nervous 
adults, and 1 left the choice to adults. 

Among the general anesthetics, 23 pre- 
ferred ether; 6 preferred gas followed by 
ether, and 1 used somnoform. Among the 
local anesthetics, all use novocain or its 
equivalent, such as aposthesin, procain, 
etc., in 1 to 2 per cent solution, first ap- 
plying a 10 to 20 per cent solution of co- 
cain. There were 4 who preferred a 1/20 
to 14 of ‘1 per cent solution of cocain with 
adrenalin chlorid. 

As to the method of operating, the Beck- 
MaCuen snare was used exclusively by 2; 
LaForce tonsillotome under general anes- 
thesia, by 2; a Sluder in children, under 
general anesthesia, by 8; the Beck exclu- 
sively in both general and local anesthesia, 
by 3; and 21 used the wire snare exclu- 
sively, under both general and local anes- 
thesia. 

Most of the replies stated that compli- 
cations and favorable results occurred in 
about equal number under both general 
and local anesthesia. Three believe that 
there were fewer complications following 
the use of the Sluder. Eleven claimed bet- 
ter results following the use of the snare. 
All of them believe that complications 
arising from whatsoever method and un- 
der whatsoever anesthetic were due either 
to the technic of the operator or the phys- 
ical condition of the patient. 

The time required for convalescence, 
whether following operation under general 
or local anesthesia, was agreed upon as 
from 6 to 14 days. 

It was the consensus of opinion that 
operations of this character should be done 
in a well-equipped hospital, but a few 
thought that with a properly-equipped of- 
fice, with beds and trained nurses in at- 
tendance, a hospital was not a requisite. A 
few reported that they operated upon 
adults exclusively in their offices, but were 
of the opinion that it was safer in the 
long run to operate in hospitals. 

Taking the answers as a whole, I am 
forced to believe that Southern nose and 
throat surgeons are practically agreed 
i a subject of the removal of faucial 
onsils. 
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Personally, my first tonsillectomy was 
done after the method of Dr. C. M. Rob- 
ertson, of Chicago, who used the scissors 
altogether. I subsequently abandoned 
that method and adopted the blunt dissec- 
tion and cold wire snare, using Eve’s 
snare generally. For the past few months 
I have practically abandoned the dissec- 
tion method, except in a few appropriate 
cases, especially those demanding dissec- 
tion because of previously incomplete op- 
erations. In all except this class of cases 
I have been able to remove the tonsils 
completely, even when badly submerged. 
My method is to grasp the tonsil with the 
seizing forceps as high and low as possi- 
ble, pulling it forward. With the wire 
snare I cut off the tip of the tonsil, again 
grasping it as before and pulling forward 
well out of its bed, which is done quite 
easily. In most instances the tonsil can 
be easily everted and the wire can be 
worked well behind the capsule, readily 
removing the tonsil in its entirety. It will 
be recognized that by avoiding dissection 
the traumatism is greatly lessened. By 
not injuring or cutting the pillars, there 
is less hemorrhage at the time and less 
likely to be post-operative hemorrhage, 
which is rather important when we con- 
sider that most bleeding comes from the 
pillars. After the tonsils are removed by 
this method, the pillars will be found in 
perfect position, which is gratifying to the 
operator and bear inspection by other op- 
erators in after life. To Dr. H. L. War- 
wick, of Fort Worth, I desire to give credit 
for the originality of this practice, and 
it was through him that I adopted this 
method. 

As to anesthetic, I prefer general anes- 
thesia in children and local anesthesia in 
adults. I notice no difference in compli- 
cations. For general anesthesia I use 
ether altogether, and for a local anesthetic 
I prefer 2 per cent. solution of novocain 
with a few drops of adrenalin. I prefer 
always to operate in a hospital and would 
requre my patients to remain for from 
eight to twenty-four hours. From one 
week to ten days is usually required for 
convalescence. It is most desirable to have 
the report of an internist in each case be- 
fore operating. 


Discussion follows paper of Dr. Patton, page 
750. 
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SIMPLIFIED TECHNIC FOR LOCAL 
ANESTHESIA OF TONSILS—IN- 
TRANASAL SURGERY WITH- 
OUT PACKING* 


By W. T. PATTON, 
Pu.C., M.D., F.A.C.S., 
New Orleans, La. 


1. SIMPLIFIED TECHNIC FOR LOCAL ANES- 
THESIA OF TONSILS 


Some text books in describing injections 
for local anesthesia of tonsils show six or 
seven points at which we are told to in- 
ject. Others use a curved needle and in- 


ject just under the mucous membrane. Both 
of these methods cause an edema of the 
tissues and so much distortion that often 


Fig. 1.—Showing position of needle entering 
tonsil. 


it is hard to find the tonsil, and after op- 
eration there is bound to be more or less 
reaction from introduction of too much 
fluid into the tissues. Again our anesthe- 
sia is often poor and unsatisfactory. 

The middle and posterior palatine nerves 


(branches of Meckel’s ganglion) join with . 


*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Thirteenth An- 
nual Meeting, Asheville, N. C., Nov. 10-13, 1919. 
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the tonsillar branches of the glosso-pha- 
ryngeal nerve to form a plexus around 
the tonsils (circulus tonsillaris). With 
the exception of the mesial free surface, 
the tonsil is surrounded by a distinct 
fibrous capsule and external to this cap- 
sule is found the pharyngeal aponeurosis, 
which is rather loosely associated with the 
capsule. External to this is the superior 
constrictor muscle of the pharynx. The 
circulus tonsillaris forms around the cap- 
sule in the loose pharyngeal aponeurosis 
and sends small branches into the tonsil 
proper, into both anterior and posterior 
pillars. 

First it is necessary to diminish the 
pharyngeal reflexes by either spraying or 
swabbing the oropharynx with 10 per cent 
cocain solution, the swabbing being much 
the safer method. Applications are made 


| 


Fig. 2.—Showing blunt point of needle in loose 
tissue between capsule and occipital aponeu- 
rosis where nerve plexus is found. 


at two-minute intervals until the reflexes 
are under control and the patient does not 
gag. Two or three applications are usu- 
ally sufficient, though some patients may 
need six or more, In nervous individuals 
it is wise to give a hyperdermic injection 
of one-fourth grain of morphin a half hour 
before operation. After reflexes have been 
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brought under control the anesthetic fluid 
is injected. Either of the following may 
be used, novocain solution 1 per cent with 
15 minims of epinephrin solution 1-1000 
to one-half ounce of novocain solution; or 
Schleich’s solution No. 1 may be employed. 

Instead of a small sharp needle or one 
of the hooked needles, a medium sized, 
fairly blunt, short-pointed needle is used. 
It is important to have a short point and 
not sharp. The needle is inserted through 
the tonsil at its center, outward and back- 
ward, with the idea of placing the point 
of the needle as near as possible between 
the capsule and superior constrictor at 
its exact center, which procedure is easy. 
The needle is shoved through the non- 
resisting tonsil tissue until slight resist- 
ance is felt, which is the fibrous capsule, 
then just a fraction further. Then the 
point is in connective tissue between the 
capsule and aponeurosis, where the nerve 
plexus runs. Inject 15 or 20 minims of 
the anesthetic fluid. The solution infil- 
trates all around the capsule. There is 
neither edema nor swelling. 

Inject the other tonsil the same way and 
wait about two minutes. The tonsil can 
now be removed by any method desired, 
with perfect anesthesia, very little bleed- 
ing, and no pain. When the tonsil is very 
long, extending down into the base of the 
tongue, I usually make two injections. 

It is remarkable how easy one may an- 
esthetize the tonsil in this way with a 
small quantity of fluid and only one or 
two punctures. If the tonsil is large or 
long, it is best to make two punctures— 
one through the upper and one through the 
lower pole. 

It may be said that there is danger of 
causing infection by going through tonsils. 
Of course this is possible in all injections. 
In over five hundred cases I have never 
had any deep infections. I have removed 
and seen removed some five hundred ton- 
sils by this method of anesthesia and have 
had excellent anesthesia in practically all. 

The advantages are: 

1. Excellent anesthesia ; 

2. Small amount of fluid injected into 
the tissues; 

3. Lack of edema and disturbance of tis- 
sues; and 

4. Lack of post-operative reaction. 
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2. INTRANASAL SURGERY WITHOUT PACKING 


The most uncomfortable, most annoy- 
ing and probably the most frequent cause 
of eomplications following intranasal op- 
erations is usually some form of packing 
or splints used for prevention of bleeding. 


It matters not whether we use some 
form of oiled gauze, blotting paper type 
of packing or Simpson splints, inflated 
rubber bags or mechanical splints, we are 
sure to get quite a reaction and swelling 
of tubrinates and mucous membranes of 
the nose, causing various pains over or 
behind the eyes, back of the head, in the 
ears; also that most uncomfortable sensa- 
tion of not being able to breathe through 
the nose, causing dryness of mouth and 
throat. Probably the most uncomfortable 
of the various packings is the Simpson 
splint, and I mention it only to condemn 
it. The best packing, if any has to be 
used, is gauze, folded upon itself four 
times, which turns in all the edges and 
makes a strip about one-half inch wide. 
This is put up in sterile packages, each 
one yard long. When using, apply either 
vaseline or K-Y jelly. If we do use some 
kind of packing and allow it to remain in 
the nose twenty-four hours, it acts as a 
wick and we have quite a lot of bleeding. 
Then when this packing is removed, there 
is always free bleeding for from several 
minutes to one hour. The tissues react 
from the irritation of the packing, the 
nose blocks and the patient can not breathe 
properly for several days longer. How 
many of us have seen acute otitis and even 
mastoiditis develop after some simple in- 
tranasal operation, due to irritation and 
blocking caused by packing? 


It has been my constant desire to get 
away from the use of packing. First I 
discarded any form of packing after re- 
moval of the middle turbinate, simply 
painting the surface with compound tinc- 
ture of benzoin. I found I had less bleed- 
ing and much more comfort. Then I omit- 
ted it in various sinus operations. Next 
it was left out in the submucous resec- 
tions. Here I was disappointed, for in 
nearly every case the bleeding was so se- 
vere that I had to pack the nose for sev- 
eral hours after operation. Later I had 
a metal clamp with a light spring made, 
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which holds with just sufficient pressure 
to keep the flaps approximated. This 
works well and in no case have I had to 
pack or had a hematoma. 

When the various brain extracts were 
put on the market for hemostasis, I de- 
cided this was just what we needed for 
control of bleeding in submucous resec- 
tions. Now it is my practice, after the 
submucous operation is complete, to make 
an incision about one inch long along the 
floor posteriorly through the membranes, 
so that any blood can drain out and not 
cause a hematoma between the flaps. Then 
I paint freely between the flaps with one 
of the brain extracts. Recently I have 
found that compound tincture of benzoin 
will act about as well as brain extract and 
has the advantage of glueing the flaps to- 
gether. I put the patient to bed; keep cold 
compresses to the eyes and nose and give 
a spray of 1-20,000 adrenalin solution. 
After twenty-four hours the patient is al- 
lowed to go about as usual and the nose 
is found quite free and normal. The tur- 
binates are not swollen and irritated. In 
every way we have great improvement 
over the old packing methods. Occasion- 
- ally we have a case that bleeds too freely 
and the patient becomes alarmed. Then 
it may become necessary to pack the nose. 
However, these are very few and the great 
comfort and freedom from pain, the pleas- 
ure of breathing through the nose and the 
lack of post-operative complications make 
the abolishing of packing in every case 
most desirable. 

I have used this technic for the past 
two years in all intranasal operations, in- 
cluding the Lathrop and Killian operations 
for sinus disease, various antrum opera- 
tions, operations upon ethmoids, turbinates 
and submucous resections, and have only 
had to pack the nose six times. Of course 
it is necessary for patients to go at once 
to bed and remain in bed for twenty-four 
hours when not using packing. 

The advantages of leaving out the pack- 
ing are: 

1. Greater comfort to the patient, who 
often is able to breathe through the nose 
continually. 

2. Much less reaction to the tissues in 
the nose. Usually twenty-four hours af- 
ter operation, if clots are clearing out of 


SOUTHERN MEDICAL JOURNAL 


October 1920 


the nose, it is surprising to see how little 
reaction remains. 

3. There really seems to be less bleed- 
ing without packing in most cases, that is, 
provided we use the adrenalin spray, cold 
compresses, and keep the patient in a re- 
clining position. 

The disadvantages are: 

1. Occasionally we get a hematoma be- 
tween the flaps. However, this is rare, if 
a counter-opening is made near the floor 
of the nose. If it does occur it is a simple 
matter to curette out and again seal the 
flaps. Apply compound tincture of ben- 
zoin. 

2. A few cases bleed more freely than 
we like and it may become necessary to 
pack. Again no harm is done. 

410 Medical Building. 


DISCUSSION 


Papers of Drs. Boyd and Patton 

Dr. J. W. Jervey, Greenville, S. C—Dr. Boyd 
has touched in his paper on the indications for 
the removal of the tonsils. I am only going to 
say a word in regard to it. He stated that he 
considered it better to remove what might be 
thought a healthy tonsil than to leave a diszased 
tonsil in place. I remember some years ago at 
a meeting of the Laryngological Section of the 
International Congress, in London, Sir St. Clair 
Thompson, in a discussion on “Surgical Indica- 
tions for Removal of Tonsils,” got off a remark 
widely quoted to the effect that the principal in- 
dication for removing tonsils was that if you 
did not do it some one else would, and I think 
many attack the tonsil situation with that in 
view. Really, I see no reason why a healthy 
tonsil should not be removed, knowing, as we do, 
that it is a potential danger equally as properly 
as the abdominal surgeon removes the healthy 
appendix when he opens the abdomen. He does 
it as a matter of precaution and prevention, and 
we may be excused for making a few mistakes in 
removing healthy tonsils on the same ground. 
In regard to the points of the anesthetic, which 
is the title of the paper, I may be permitted only 
to give my views. I do not know what the con- 
sensus of opinion may be, but my practice is to 
use a general anesthetic in all cases, whether 
children or adults, where adenoid operation is 
concomitant, for the reason that I do not believe 
it possible to remove the adenoid thoroughly un- 
less we have the patient under control, go into 
the naso-pharynx as many times as we want and 
satisfy ourselves that the area is free of offend- 
ing tissue. Where only the tonsils are to be re- 
moved in adults I practically always use a local 
anesthetic. The recovery, I believe, is quicker. 
There are a few cases in nervous individuals, 
women especially, and some cases where intoler- 
ance of manipulation in the throat is such that 
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it makes a very disagreeable operation to attempt 
to control the tongue and fauces by means of a 
local anesthetic. In these cases I use a general 
anesthesia. I had a very interesting little side 
issue come up a few months ago, having read an 
article, I think, by Dr. Murphy, of Cincinnati. 
I am not sure of the authorship, but anyhow the 
statement was made that the average tonsillar 
operation under a local anesthetic would be about 
seven minutes. I do these operations in my hos- 
pital and keep the patient in bed for two days at 
least, having learned my lesson several years ago 
when not doing so, but unknown to me my op- 
erating assistant took the time of fifty consecu- 
tive tonsil operations under local anesthesia. 
The shortest was a trifle under one minute and 
the longest four minutes. It seems to me that 
that is a peculiar advantage, the celerity with 
which the operation can be done. The shorten- 
ing of the time in which the patient is undergo- 
ing operation, the recovering being hastened and 
shock being largely eliminated. I have in the 
last year used a method of local anesthesia which 
I believe to be the most complete and successful, 
giving the largest amount of anesthesia of any 
method of injection I have previously known. I 
do not believe any local anesthetic can entirely 
eliminate pain in the tonsil operation. I speak 
very feelingly, for I myself had my tonsils elim- 
inated a year ago by a man who is very expert. 
It does hurt and it hurts a good deal. More than 
that, novocain has a prolonged burning, aching 
sensation which often lasts for days and weeks. 
I have noticed that in many patients I have tried 
to eliminate that by making up my novocain solu- 
tion with Ringer’s solution, which approximates 
the constituent elements of the blood serum. The 
method is very simple and perhaps all of you 
have seen it. I use novocain and have prelim- 
inary mopping with cocain solution. I make but 
one insertion of the needle; the point is carried 
just barely through the mucosa, until I feel it is 
through the mucosa. As soon as I do feel that, 
I press the piston, a large bleb is formed and 
occupies the whole area. As soon as the bleb 
makes its appearance the needle is insinuated 
behind the tonsil. The piston is still slightly 
pressed forward and by the time I get back be- 
hind the posterior pillar the entire contents of 
the syringe has been evacuated and that side 
is ready in twenty minutes for operation, which 
is as’ nearly painless as any local anesthetic can 
make it. If you try it I think you will all be 
delighted with the procedure. 

Dr. Thomas W. Moore, Huntington, W. Va.— 
Our object is to do this work with as little dis- 
comfort to the patient as possible. We certainly 
can not take out tonsils without the patient’s 
being uncomfortable for several days afterward, 
so I let the patient choose the form of anesthesia, 
whether local or general. To children I give a 
general anesthetic. 

As a local anesthetic I usually use one-half of 
one per cent of novocain. To the ounce I add 
ten drops of adrenalin solution. It seems to me 
it does not make much difference what you use. 
I used to use cocain in weak solution very satis- 
factorily. I remember after Schede’s paper I 
used quinine bisulphate. It seemed to produce 
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good anesthesia. I go right through the upper 
third of the tonsil until my needle pierces the 
capsule, injecting thirty minims, and do the same 
in the lower third of the tonsil. In most of my 
cases I think there is practically no pain, at least 
the patients say there is no pain. Occasionally 
we get a patient who insists that “it hurts.” Un- 
der general anesthesia I use Beck’s method; under 
local, dissection as advocated by Matthews, fol- 
lowing his technic as closely as possible. The 
pressure, with the Beck method, causes too much 
pain for local anesthesia. 

I always make this a hospital operation, which 
I think it is, and I insist upon the patient’s going 
to bed and remaining there for twenty-four hours, 
whether local or general anesthesia is used. 

Dr. J. B. Farrior, Tampa, Fla.—Have you ever 
had infection after making the injection through 
the tonsil? Have you ever had an abscess? 


Dr. Moore.—I have had some sloughing. My 
associate had a very bad infection not very long 
ago in which there was immense swelling involv- 
ing the parotid. The patient was very sick for 
a week or ten days afterward. When we were 
getting ready to make an opening externally, the 
abscess ruptured internally, the cervical glands 
having broken down. The infection began two 
days after the operation and did not seem to 
amount to much for a week. Then the patient 
became very toxic and convalescence was slow. 
I saw another case in a colleague’s practice where 
he had infection after local anesthesia, in which 
it was necessary to make an external opening. 
We only know these infections occur. They are 
difficult to explain. The needle passing through 
the diseased tonsil may be the factor or the solu- 
tion may be accidentally infected. 

Dr. Oscar Wilkinson, Washington, D. C_—There 
is no question in the world that the operation is 
a hospital procedure. There are too many men 
doing this operation who are not competent. I 
made statistics in a little institution with which 
I am connected, and 33 per cent of the patients 
had been operated upon before. I am glad to say 
that most of those were operated upon by general 
practitioners. As to Dr. Jervey’s statement that 
the removal of the tonsils is a painful procedure, 
I think many of those who complain of painful 
procedures do so because of the pressure of the 
snare. I insist on all my patients telling me 
when they feel any sensation of pain. They in- 
variably say it does not pain; that it is just a 
pulling sensation. Now, my method of anesthe- 
sia consists in a cocain solution of 6 per cent and 
a little adrenalin applied locally and a 1 per cent 
solution of procain injections. I try not to have 
my swab sufficiently saturated to run down the 
throat toward the larynx. I think in that way 
we can get more cocain into the system than is 
necessary. I make more punctures than Dr. Jer- 
vey does. I tell my patients that I am not going 
to hurt them. As yet, I have not been so un- 
fortunate, as the dentist in our town who said he 
did painless extraction. He had a sign in front 
of his office to that effect. One of his victims 
came along and wrote “Liar” underneath his 
sign. I have not had that put on my sign yet. 
I teach my assistants that they must not go 
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deeper than the mucous membrane. You go, at 
the first injection, just deep enough to make a 
bleb and the blebs must be close enough to run 
together. I make three submucous injections— 
one anteriorly, one at the top and one posteriorly. 
In local anesthesia if you can get a bleb or whit- 
ish area you can always make an incision with- 
out any pain to the patient. I inject the left 
tonsil first, then I pass over to the right tonsil 
and when I am through I take a pair of forceps 
and pull the tonsil out of its bed. I now make 
three deep injections. I make one centrally be- 
hind the tonsil, one just back of its upper portion 
and one back of its lower portion, all made be- 
hind the capsule and never through it. I never 
go through my tonsil. The only time I go through 
the tonsil is when it is adherent and you can not 
pull it out of its bed. I think there is some dan- 
ger of infection if you go through the tonsil. 
You can get back of your tonsil in these different 
positions. I usually work deliberately and kid 
my patients along and by the time I get through 
the injections I am ready for my operation. I 
make the incision through the mucous membrane 
only, never cutting the capsule, but working be- 
hind it from above, using a dull knife, making 
traction on the tonsil with the forceps, and sim- 
ply peel the tonsil out, all the work being against 
the capsule and not the soft tissues. When the 
tonsil is sufficiently detached, I finish the opera- 
tion with a snare. 


Dr. Rufus G. Buckner, Asheville, N. C.—I 
learned some important points brought out by 
Dr. Jervey from a man who brought out and 
taught me more of local anesthesia—our friend 
from Louisville at the American Academy meet- 
ing. I use a quarter of a grain of cocain and 
three drachms of water. There are three points 
only that I find it necessary to inject: at the top 
and outer part of the posterior pillar and lower 
part of the anterior pillar just under the mucous 
membrane and at the bottom of the tongue. 
When I make an infiltration at these three points 
of about one-half syringeful of a small tonsillar 
syringe, I have good anesthesia, as a rule, but I 
do not know any anesthesia that does not hurt a 
little. I tell them it will hurt, but it will give 
pretty good anesthesia. 


Dr. E. G. Gill, Roanoke, Va.—Last year I was 
in Philadelphia and I had the pleasure of hearing 
Dr. Chevalier Jackson address the students of 
Jefferson Medical College on the subject of ton- 
sils and adenoids. In his opening remarks, he 
said if one would read ten hours a day for ten 
years one could not read all that has been written 
on the subject of tonsils. I speak somewhat feel- 
ingly of the removal of tonsils, because only re- 
cently I have had my own removed, and the op- 
eration was absolutely painless. I think the rea- 
son that the operation can be done without pain 
is due to the fact that the local anesthetic was 
supplemented by a hypodermic of morphin. I 
always give one-sixth of a grain of morphin 
twenty minutes before the operation, and three 
hours following the operation I give one-eighth 
of a grain hypodermically whether the patient 
is in pain or not, as it serves to keep the patient 
quiet and restful, thus relieving the constant ap- 
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prehension of hemorrhage that is apparent in 
most cases. Just a word in regard to post-op- 
erative hemorrhage. I think it can be largely 
controlled by doing three things: (1) always op- 
erate in the hospital; (2) employ morphin before 
and after the operation; and (3) before sending 
the patient to the hospital always make a blood- 
pressure estimation and blood-coagulation test. 
In regard to the time it takes to do the operation, 
I can not see the necessity for hurrying. In re- 
gard to local anesthesia, it possesses a distinct 
advantage to both patient and operator. The pa- 
tient is not subject to the risk of contracting a 
septic pneumonia or a lung abscess. In review- 
ing the literature on this subject a number of 
cases of lung abscess following a tonsillectomy 
done under general anesthesia have been reported, 
while on the other hand, such a complication has 
never been reported following a_ tonsillectomy 
under local anesthesia. Another advantage to 
the patient is that he is awake and should hemor- 
rhage occur he can give the alarm. The operator 
has the advantage of working in a natural posi- 
tion with better illumination and is not bothered 
with hemorrhage. a 

Dr. Clarence L. Kibler, Columbia, S. C.—The 
Doctor has rightfully said whenever you speak 
of tonsils everybody seems to wake up, as it is a 
subject so widely discussed and with so many 
different views expressed, and my only excuse 
for saying anything at this time is the fact that 
the essayist is anxious to hear from others in 
giving their experiences. 

In the first place, I am a great advocate of a 
general anesthetic. I feel that you can do your 
work more thoroughly and with greater ease, as 
you have your patient under absolute control. 
You will be able to ligate all bleeding vessels 
and save you much annoyance and trouble later 
from possible hemorrhage, as I believe it is con- 
ceded that you have a greater percentage of hem- 
orrhages from local than from general anesthet- 
ics. Of course there are contraindications to a 
general anesthetic, such as a very high blood 
pressure or a marked arterio-sclerosis, acute 
nephritis or active tuberculosis. It would be 
criminal to give your patient a general anesthetic 
under these conditions when a local could be done 
with much greater safety. 


Regarding the method of operation, as stated 
before, under a general anesthetic you do a com- 
plete enucleation of the tonsils by dissection, 
ligate all blood vessels as you go, and when fin- 
ished you have removed all the tonsil, and your 
fossa is dry, and will remain so almost without 
exception. I was an enthusiast a few years ago 
of the Beck method, and so expressed myself in 
Atlanta at a meeting of this Association. In fol- 
lowing up the cases operated upon I found, to 
my great surprise, a great many recurrences of 
tonsillar tissue, and in some cases almost a full- 
grown tonsil, especially in children. For this 
reason, which I believe quite sufficient, I aban- 
doned the method, and dissect the tonsil out not 
unlike any other gland of the body, which, to 
my way of thinking, looks more like a surgical 
procedure. (I say this with a great deal of feel- 
ing in the presence of such a personage as Dr. 
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Lynch, who, I understand, is still a great be- 
liever in the Beck method.) I have performed 
more than a thousand cases by this method with 
no ill effects and with very excellent end-results. 
I wish to say that this is a modified Crowe opera- 
tion. 


Dr. J. A. Stucky, Lexington, Ky.—It was sug- 
gested that I call it to the attention of the Sec- 
tion and the Chairman the fact that in case some 
member has been appointed, or announced to dis- 
cuss a papcr, and desires to do so and for official 
reasons or otherwise must leave before that pa- 
per is read, that he be allowed by the Chair to 
write out his discussion, of course, being familiar 
with the paper, and that the discussion be pub- 
lished in the JOURNAL. That is a question to be 
decided by the Chairman, the point being made 
that the discussions are often more helpful to the 
majority of the readers, or as helpful, as the pa- 
per itself. The second point is this: that those 
who discuss papers could make their discussions 
snappier and shorter and more to the point if 
they did not report cases, but instead of report- 
ing a case in detail and taking up three minutes 
of the five minutes alloted them, that they use 
this phrase, “in a similar case I have had.” It 
was suggested by two or three members of the 
Council in talking it over in the lobby of the 
hotel that it would be a good precedent to estab- 
lish that these two points be noted—that a man 
might be allowed to write out his discussion. As 
several members of this Section are on the Coun- 
cil and have to leave before the morning session 
is over and often do not return in time for the 
beginning of the afternoon session, they are not 
privileged to read their papers because they will 
be out of turn, etc. Furthermore, they do not 
have an opportunity to engage in the discussion. 


Dr. J. B. Farrior, Tampa, Fla.—Regarding the 
tonsil operation, I have always followed practi- 
cally the method of local anesthesia that Dr. Jer- 
vey outlined and I remember Dr. Kibler’s enthu- 
siasm over the Beck operation very clearly. Give 
him another three years and he will be inclined 
to local anesthesia. The thing that I am most 
interested in, and it appeals to me after an expe- 
rience of three years, is the question of not pack- 
ing in nasal operations. I am well past two hun- 
dred submucous reseciton operations without any 
packing. It has been just more than three years 
since I began this method and it has been prac- 
tically as outlined by Dr. Patton. I do not know 
anything I might add to that. In the few cases 
where the septum has been so badly deflected that 
it lies well over on the lateral wall at the middle 
meatus or the tip of the middle turbinate, and 
causes a backing of the flap which will not permit 
it to go back to the opposite side when it straight- 
ens itself, I make punctures through the convex 
surface, and that will permit it to go back against 
the other side by leading the air out of the space. 
Certainly if any man has used this method and 
he tries it as many as twenty times, he will be 
converted. I got my start in this from Peake, of 
New York, and I always wanted to be able to tell 
a patient that there would be no headaches, and 
I heard about this Peake plan and I went and 
watched him on several occasions. I had to try it 
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out, and met many stumbling bocks: I do not 
make the incision on the floor of the nose. I have 
made the incision on both sides, and I do that ac- 
cording as the case will indicate, but I cut back 
approximately three-fourths of an inch and if it 
is a nasal septum that has had many deflections, 
spurs or ridges, I make steps back. It is a plain 
incision on both sides. I have had about five 
hematomas which required incision and putting 
back. I never use a pack in any nasal operation. 
J have never had one patient complain of a head- 
ache after this operation any more than in any 
post-anesthetic operation where you have used 
too much adrenalin chlorid. There is no swelling 
of the nasal walls externally and no excoriation 
either upon the lateral walls or upon the septum 
itself. I have seen them look better in twenty- 
four hours than in five to ten days after sub- 
mucous resection and the use of a pack. If a man 
were privileged to charge for what he was doing 
for the patient’s benefit seventy-five to one hun- 
dred dollars with the pack, he ought to charge one 
thousand dollars without the pack. The only care 
the patient must have is keeping quiet. If he sits 
up he will bleed. He will bleed ten or twelve hours 
beginning after the reaction of the adrenalin 
chlorid. I get the patient to a room before the 
adrenalin chlorid has time to get reaction. I have 
him kept quiet. They bleed serum as long as 
there is packing in the nose. The blood will run 
down on a towel on the chin and not back into 
the throat, which causes cough and does not per- 
mit him to keep quiet. I have never had to repack 
one, excepting in cases of hematoma, and I trust 
those who have not given this attention will do so, 
because the comfort of the patient amounts to a 
hundred per cent. 


Dr. John T. Crebbin, New Orleans, La.—In the 
use of local anesthesia, we overcome the fear and 
danger of a general one, plus the nausea and 
added danger following. As far as the Beck 
method is concerned, I am sorry I have to disagree 
with the former speaker, for I am still a strong 
advocate of this method. 


Referring to the lower portion of the tonsil, 
that is, at the junction of the faucial and lingual 
tonsil remaining after the Beck snare is used, 
this may occur with all methods. It is just as 
easy to remove this with the Beck as with any 
other snare. I have always found the Beck supe 
rior to any other method. 


The entire capsule is removed with the Beck 
snare, and although this is possible with the dis- 
section method, it is not always done. In fact, it 
is frequently not done. Until I am convinced of a 
better way of removing tonsils, I shall stick to 
the Beck. 


A number of years ago I discarded the use of a 
solution of cocaine to the anterior pillars and pos- 
terior pharyngeal wall. Instead I inject a solu- 
tion of novacaine, one-half of one per ecent., and 
adrenalin, directly through the tonsil, similar to 
the method described by Dr. Patton. 

Knowing the dangers from cocaine, if we at- 


tempt to swab the pillars and pharynx, there is 
absolutely no way of estimating the amount of 
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cocaine used. It is unnecessary to use it at all, 
for by so doing we not only add to the danger, but 
aggravate the gagging and nausea. 

The pain from the injection through the tonsil 
is infinitesimal to the danger of an unnecessary 
use of cocaine. 

After a submucous resection I use a very small 
piece of gauze, saturated with compound tincture 
of benzoin, in the side on which the incision was 
made. This is to be removed the next day and 
not renewed at all. 

The objections to splints and packing are the 
danger of infection, and possibly meningitis, as 
well as pain and discomfort to the patient. 


Dr. B. F. Hodsdon, Miami, Fla.—The use of 
hemoplastin one-half hour before operation, and 
after operation having the patient in a semi- 
recumbent position for twenty-four hours with the 
ice bag to the throat, usually prevents hemorrhage. 
There is less traumatism and the recovery is more 
rapid by the Sluder than by the dissection method. 
Especially is this true in children. As to a gen- 
eral or local anesthetic for the patient I prefer a 
local in adults. And in this class of patients I 
see no more reason for giving a general anes- 
thetic than I would in a cataract operation. 
However, in children under ten years of age I 
prefer a general anesthetic and the Sluder 
method. 


Dr. W. L. Simpson, Memphis, Tenn.—I think 
gas is to be preferred to anything. For instance, 
if a child has a bad cough, or a grown person has 
a cough, there is some contraindication for gen- 
eral or local anesthesia of the ordinary type. 
There is no objection to the gas, and I think the 
gas should be mentioned here today. We have 
had a good deal of talk of anesthesia, but not 
much has been said of gas. I want to emphasize 
that the majority could operate upon all our chil- 
dren just as well under gas as ether after they 
got used to it. As for a general or local anesthetic 
in grown people, I am like many here. I let them 
decide that themselves. It does not make any dif- 
ference which way I do it. If I give a general 
anesthetic I always have the patient lying down. 
I invariably use a very weak half of one per cent. 
novacain, and use plenty of it. I sometimes pro- 
duce pain. I never saw anyone who had not pain 
with local anesthetics, and I do not pay any at- 
tention to them when they say they do not, because 
I think they all do, but we cut it down to a mini- 
mum. Personally, if I were going to have my 
tonsils out I would not want a general anesthetic; 
I would want novacain. About Dr. Patton’s 
paper, I believe there are many of these patients 
with ordinary eye, ear, nose and throat, men who 
will bleed if you do a submucous resection on them 
without packing. I have had several hematomas. 
With a number of cases I have not packed, I have 
had a high percentage of hematomas. I think if 
one wants to get around the packing that one 
may pack lightly. I then make the slit on one 
side, so there cannot be any backing up there to 
amount to anything if you use packing, that is, 
there cannot be very much of a hematoma. Then 
I use vaseline gauze that produces very little 
traumatism of the mucous membrane and I do not 
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use much of it, and take it out in twelve to twenty- 
four hours. 

Dr. J. G. Murphy, Wilmington, N. C.—One of 
the gentlemen spoke of giving a general anesthetic 
in all cases. I cannot agree with that. Another 
spoke of letting the patient decide the question of 
the anesthetic. I cannot agree with them. I have 
reason from my study in the practice of medicine 
and surgery, and I have personal reasons ‘for not 
agreeing with these people. I have had a general 
anesthetic five times and I have had my tonsils 
out with cocaine. The doctor said that all the 
patients feel pain. I did not feel pain with one- 
tenth of one per cent. of cocaine when my tonsils 
were removed two years ago, and if I had had my 
eyes closed I would not have known when the 
operation was begun or ended. I had absolutely 
no pain whatever. Up to that time I had felt that 
I had made a mistake as a laryngologist in advis- 
ing my patients to have general anesthetic. I had 
been operating upon adults with general anes- 
thetic. After my operation I had none of that 
miserable nausea which after two general anes- 
thetics previously I had had. I have been prac- 
ticing differently. I have been practicing the ma- 
jority with local anesthetic. You can remove a 
tonsil absolutely painlessly, and I do not see the 
necessity of subjecting adults to a general anes- 
thetic. The doctor spoke of having a portion of 
the tonsil left after operating with the Beck 
method. What is left there looks something like 
a tonsil it is true. I go back and take it out. 
Some uncharitable practitioner will look in and 
say, “There is some tonsil in there.” 

Dr. P. V. Mikell, Columbia, S. C_—I have only 
had one hundred and thirteen cases of adult ton- 
sillectomy with local anesthesia; and if that one 
hundred and thirteen cases the only two that 
complained of pain were a physician and a trained 
nurse. I had a preacher who fainted. I believe 
in the majority of adults that the local anesthetic 
has advantages over the general anesthetic. If it 
is safer for our cardiac, kidney and pulmonary 
cases, why should it not be more suitable for our 
patients who have not these serious conditions? 

The advantages, as I see them, of local tonsil- 
lectomy are: First, freedom from shock and 
toxic effect. Of these hundred and thirteen cases 
I have never seen any cases of poisoning from 
novacain. I always inject one-half of one per 
cent. of novacain with suprarenin into the capsule 
of each tonsil after swabbing the throat twice at 
five minute intervals with a 10 per cent. solution 
of cocaine. The local operation is especially suit- 
able in cardiac, kidney and pulmonary affections 
in which a general anesthetic is contraindicated. 
Second, you certainly get a better exposure of the 
operative field, and it is nonsense to say that the 
tonsils are not gotten out in their capsule, for in 
my experience you get clean fossae with less 
chance of leaving tonsil tissue, a more symmet- 
rical throat, and less scar tissue. Third, there is 
a minimum of suffering and only a small amount 
of hemorrhage. Fourth, short convalescence, the 
patient usually leaving the hospital in twenty- 
four hours. 

Fifth, and most important, it is safer to life 
itself than a general anesthetic. 
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Dr. S. B. Fishburne, Columbia, S. C.—I feel 
that Crow, by his operation, has taken tonsil- 
lectomy out of the field of minor surgery. I have 
not had such a long time in this work. I have for 
ten years been associated with Dr. Kibler, and 
have seen this whole thing, the evolution of the 
tonsil operation. I have been with him from the 
days of the clipping, right on through, and re- 
cently when I gave up general practice, why I 
felt, following in the footsteps of Dr. Kibler and 
using the operation tried out, that the operation 
by Crow would be preferable. We tried the Beck; 
we were enthusiastic over it, but have abandoned 
it. I believe the majority of tonsils taken out by 
the Beck method are absolutely clean. But, as 
one speaker said, a general practitioner may look 
in the throat and see what he thinks is a piece of 
tonsil after the Beck operation, and he states that 
you have left part of the tonsil, and if you have 
anyone like that around you, you have to do abso- 
lutely clean work or get knocked for it. We take 
no chances, and do absolutely clean work. In 
regard to local and general anesthetics, I did local 
tonsillectomies because I was in olive drab and 
that was the only thing I was permitted to do. 
I was in the Army, and they would not permit us 
to use a general anesthetic. I do not think I have 
done a local anesthetic tonsillectomy since I came 
out. I use a general anesthetic because I look 
upon a tonsillectomy as bordering upon, if not 
quite, a major operation; and, with the patient 
thoroughly asleep and with good exposure, you 
can absolutely see what you are doing. One thing 
I have not heard much about is the after-hemor- 
rhage. If we have a hemorrhage which is not 
controlled by a hemostat we suture it. That is 
the end of it. We will have one case of secondary 
hemorrhage out of some two hundred to three 
hundred. Your local anesthetic man cannot say 
that. The reason is that adrenalin, which I think 
most use with novacain, controls hemorrhage, and 
after its effect has passed hemorrhage may super- 
vene. If you can see what you are doing, it is 
absolutely nothing to suture the bleeding points 
that do not stop after pressure with hemostat. 
You leave the patient absolutely dry and you can 
go to bed and sleep. 


Dr. R. H. Cowley, Berea, Ky.—When a general 
anesthetic is used, much depends upon the kind 
of mouth gag and tongue depressor used. I have 
been fortunate enough to see Dr. Briggs do a 
large number of cases, and he uses the Davis 
mouth gag with four sizes of tongue depressors. 
This instrument is far superior to similar instru- 
ments which look almost exactly like it in the 
catalogues. Dr. Briggs puts the tongue depressor 
deep down over the tongue close to the epiglottis 
and has his nurse hold the handle well up so as 
to draw the base of the tongue well forward. 

Dr. John J. Shea, Memphis, Tenn.—I want to 
come to the relief of the men favoring general 
anesthesia. My first experience with tonsillectomy 
was having a local done on myself and in our 
office. Dr. Farrington and I do every one under 
general, and we have done only six locals in four 
years. We do the Sluder. The advantage we 
find in doing them under general is that we can 
go to the theatre that night, or go to sleep with 
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pleasure, as we know we will not be called out to 
see the case. We tie a bleeding point in practi- 
cally one out of every three adults. If you learn 
how to tie your vessel, you will tie more, as the 
majority of men do not tie their tonsil vessels be- 
cause they do not know how to do so. The gentle- 
man was wrong about the Army. I was in it for 
twenty-two months. In all that time I did not do 
a local. In the Aviation Department we had to 
do worlds of them in selecting men for the flying 
service. In France we were not allowed to do 
many of them up to the first of January, but those 
of us who were stuck there until this summer had 
all we wanted to do. In the tonsil the plexus of 
veins on the left side comes more into view than 
on the right. That is because the return circula- 
tion of the left side of the neck is more often dis- 
tended and the vein in the upper angle will be 
injured more often than the similar vein on the 
right side. 


Dr. Boyd (closing).—In my home city we have 
had several deaths in the office following tonsil- 
lectomy, especially under a general anesthetic, 
and the result has been that many people have 
been afraid to be operated upon, or to have their 
children operated upon. 

I want to stress the point that it is a major 
operation and should not be done in an office if 
possible to do it in a hospital. It is also neces- 
sary that they should be kept quiet and in bed for 
at least twenty-four hours. 

In operating upon children, the tonsils as well 
as the adenoids should be removed at the same 
time. The main point in the operation is thor- 
oughness, and each case should be inspected before 
leaving the table to see that every vestige of the 
tonsil is removed. It is so often the case among 
our best operators that an inspection of the supra- 
tonsillar fassa will often find a piece of the tonsil 
as large as your thumb remaining. If such should 
be the case, and they should ask who did the op- 
eration, and should be told that Boyd did it, I 
think certainly it would not sound well. 

In regard to the paper of Dr. Patton, I wish to 
say that I am not doing as much packing as I once 
did. I remember some twenty-five years ago we 
used long strips of gauze in each nostril in pack- 
ing. I recall that there was invented a packing 
machine to be used for that purpose, and I have 
known the patient to go home with pieces of gauze 
hanging out of the nose, bleeding, and a most hor- 
rible sight. Their appearance would alarm the 
household and naturally the doctor would be called 
in to correct the trouble. 

I believe that it will be only a matter of time 
until packing will be entirely done away with. I 
use the little splints in only one nostril, and re- 
move them the next morning. I think I shall do 
away with that and pursue Dr. Patton’s method. 
Realizing that I was to discuss Dr. Patton’s paper, 
I did not mention the anesthetics, for I knew that 
he would cover that part of the operative pro- 
cedure. 

Dr. Patton (closing).—Two years ago we had 
three deaths of tonsil cases with general anesthe- 
sia. How many have had deaths when using local 
anesthesia? 


| 
{ 
| 
| 
| 


758 SOUTHERN 


I disagree heartily with the gentlemen who say 
that you can not tie or suture the bleeding point 
under local anesthesia. I do it more carefully 
and with as much ease as under general. If you 
have bleeding it is either a spurt or brisk bleed- 
ing, which must be tied; if smiply an ooze, 
pressure will control it. The reason more men do 
not tie bleeding points after tonsillectomy is be- 
cause they do not know how. It is just about the 
most difficult thing in throat work. With an 
aneurism type of needle it can be done fairly 
easily. 

In regard to pain using local anesthesia, I know 
it can be done practically painlessly. We have 
best proof of this, because two doctors, who are 
notoriously bad patients, have just said they had 
their tonsils removed under local anesthesia and 
felt no pain. 

I remember operating upon a nurse. I had her 
tonsils anesthetized thoroughly, yet she screamed 
and claimed I was murdering her. After opera- 
tion I inquired if I actually had hurt her. She 
said she really was ashamed, that I had not hurt 
her at all, but that she was afraid I was going to. 
That is the usual thing they are afraid you are 
going to do. 

In nervous individuals it is almost impossible 
to get good local anethesia, and it is then advis- 
able to use general. 

The Beck operation depends upon when and 
where to stop. If you wish to get out all of the 


lingual tonsils along with the faucial, neither the 
Beck nor any other instrument will work. 
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We all have removed tonsils and thought we 
had performed a beautiful operation, yet in six 
months have seen the case and found all kinds of 
deformities. In other cases I have done a very 
poor operation, yet later have found the throat 
with very slight contraction. It really depends 
upon the dynamics of the throat. Sometimes mus- 
cles pull more and in this way cause great disfig- 
urement. 


Often after tonsil removel the patient com- 
plains of severe pain in the throat or in the ears. 
I have found that if the fossa is painted with 
equal parts of cocaine, menthol and phenol (the 
old ear anesthesia) the patient will be greatly 
relieved. 


Just a word about the use of packing after nasal 
operations. Up to three years ago I was afraid 
to leave out all packing, and I would always put 
in a little. Now I never use any and find I really 
have less bleeding and certainly more comfort and 
less reaction. Of course it is necessary for the 
patient to be in the hospital, kept quiet in bed, 
also to use adrenalin spray 1-20,000 and apply 
cold compresses. Occasionally we do have to 
pack, but very seldom. In regard to hematoma 
of the septal flaps after submucous resections, I 
find this very rare without packing, provided a 
good incision has been made along the floor to 
allow the escape of any blood. If you put even 
the smallest piece of gauze or packing in the nose, 
it acts as a foreign body and the nose soon clogs 


up. 
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MEDICAL EDUCATION FROM THE 
VIEWPOINT OF THE FIFTH- 
YEAR GRADUATE* 


By Guy A. CALDWELL, M.D., 
Atlanta, Ga. 


At the outset it is advisable to define 
and locate this viewpoint. Our medical 
student has been five years graduated 
from the school of medicine, but only two 
to three years out of the hospital. The 
greater portion of our fifth-year graduates 
have seen at least two years’ service in 
the Army or the Navy. It is, as I see it, 
an elevation near the most important 
parting of the ways in one’s career. One 
has not been out of school and hospital 
long enough to lose his ideals; he is young, 
full of ambition and energy, and he sees 
things through optimistic glasses. 

From this height, the devious turnings 
and difficulties of the comparatively short 
pathway over which he has already come 
are apparent: he has had enough practical 
experience to have a fair idea of where 
the road leads that he is upon and to know 
many of its chief difficulties. Most impor- 
tant of all, however, is the fact that from 
his position he still has a clear vision of 
the star to which he hitched his wagon at 
the time he became a student of medicine. 
It still is an open question with him as 
he pauses at the end of the fifth year to 
consider where he is headed, to know 
whether the road chosen by him at the 
parting of the ways when he completed 
his interneship is the one which will ulti- 
mately bring’ him nearest the goal repre- 
sented by his star. 

It may be worth considering here for a 
moment what that goal is, for I believe 
that the motive prompting most men to 
take up this study is much the same in all 
cases. One does not choose medicine be- 
cause of its financial possibilities; nor be- 
cause one feels-it to be the most honored 
of professions, the most interesting, nor 


_ *Read before Conference on Medical Educa- 
tion, Southern Medical Association, Thirteenth 
a Meeting, Asheville, N. C., Nov. 10-13, 


the most progressive. All of these things, 
and many others, are factors in the choice, 
but they are not the controlling factors in 
most cases. Asa rule, it is chosen because 
it is essentially altruistic, because it ap- 
peals to the greatest thing there is in one— 
the desire to be of real service to one’s 
fellowman, and eventually, by reason of 
one’s contribution to the progress of 
science, to leave the world a little better 
off than it was before. From the fifth- 
year point of view, therefore, this aim is 
still clearly in mind and the student re- 
views the situation to decide whether he 
be on the road best adapted to his natural 
talents, and which will permit him to ren- 
der the greatest service to his neighbors, 
and at the same time will allow him to 
set about solving some of the problems 
of medicine. 

Looking backward in reminiscence over 
the route he has traversed, he may com- 
pare it favorably with the relatively un- 
blazoned trail pictured to him in his youth 
by his grandfather, or with the roughly 
defined and uninviting pathway traveled 
by his father or uncle who are now retir- 
ing. Five years ago our student entered 
the study of medicine because he had fin- 
ished high school and college training, and 
he knew that four years would be required 
of him in a Class A medical school, and 
that he must serve from one to two or 
three years in a good hospital before his 
pride and conscience would permit him to 
practice. What a different outlook from 
that which his grandfather had when he 
took up the study of medicine! With him, 
the preliminary education had not been re- 
quisite. It was simply a question of tak- 
ing one or two courses or lectures, five to 


six months in duration, at a cost of from . 


$200 to $300, and an apprenticeship of a 
year or so, with probably a small salary, 
with some established physician. With 
his father it was a matter of three courses 
of lectures of from six to eight months, 
at a cost of $300 to $400 a year—the state 
board examinations, a year or so with 
some older doctor, or in the most fortu- 
nate cases, in a hospital, and then practice. 
But five years ago it was a matter of four 
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years in the medical school at $700 to $900 
per annum (the student having already 
been an expense to his family for four 
years in college) and two years in a hos- 
pital at a cost of $200 to $400 per year. 
Considering the time and money invested 
in his education by some one, he makes a 
rapid mental calculation and finds that he 
has not as yet paid more than the inter- 
est on the capital invested in him, al- 
though he has already been practicing two 
to three years! 

This leads him to compare his state with 
that of his comrades in college who went 
into business or even into engineering. 
These men generally received their educa- 
tions at the expense of their employers, 
or at least they got their practical experi- 
ence with a salary in addition which was 
ample for their upkeep and permitted 
them to save enough to begin their home 
life, and already, for the most part, they 
are established men with families and good 
prospects. Or he may compare his lot 
with his friend who entered West Point 
or Annapolis, there to learn a profession 
diametrically opposed to his own, that of 
the destruction of human life. He had re- 
ceived at the expense of the Government 
a highly technical education, in return for 
which he gave the Government a specified 
period of his time, and at a fair salary. 
And thinking of these things, he is prone 
to wonder whether it is quite just that 
the commonwealth should expect some of 
its citizens, such as his father, to make 
such unprofitable investments (from the 
financial standpoint) as in the education 
of a doctor in the family. Usually, how- 
ever, one dismisses such thoughts with a 
shrug of his shoulders and turns to the 
consideration of how the road over which 
he has come could be made smoother for 
those who are following. 

If he be an embryonic surgeon, he re- 
grets that he was not provided with more 
work in surgical and regional anatomy 
during his last year in school; or that the 
hospital did not provide time and place 
for his doing dissections of such portions 
of the body as he was dealing with in the 
operating room. He regrets that his vis- 
iting men had been so crowded with prac- 
tice that they could not give more time to 
the consideration of the cases in hand at 
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the hospital and thereby help him on his 
way. He fails to see the reason why cer- 
tain of the operating staff were so reticent 
about discussing their operations with the 
house staff, who were there to learn. 


If he be a follower of the internist, he 
deplores the lethargy of the hospital and 
school in not employing their pathological 
material to the better advantage of the 
interne and students. If he had ideas that 
were worth developing —and many of 
them were worth it—he is sorry that he 
did not find a receptive spirit or readiness 
to make an effort to obtain necessary 
equipment or material for working out the 
problems. He would always have appre- 
ciated an adequate library and reading 
room, and some time to repair thither in 
peace and study. 


He reflects that it is neither just nor 
reasonable for hospitals, even though they 
be charitable institutions, to expect the 
services of internes without paying them 
sufficient to cover their clothing and inci- 
dentals, for surely his long-suffering fam- 
ily have enough invested in him by this 
time, and he is now twenty-five to twenty- 
eight years old and finds it rather hu- 
miliating not to be self-supporting at least. 

One wonders, too, whether it has been 
the greater part of wisdom for the hos- 
pital to require twenty-four-hour duty of 
its internes, whether both the hospital and 
the interne would not have profited by 
having him relieved, even as much as the 
nurses were, in order that he might have 
recreation, rest and exercise and time for 
study and attention to personal affairs. 
He recalls that two of his classmates—the 
best in the class—entered the hospital im- 
mediately at the close of a heavy fourth 
year’s work and gave so much time and 
energy to their work that their resistance 
was lowered. One contracted tuberculosis 
and the other died of pneumonia. Is it to 
the credit of the science of medicine that 
it has laid out such courses for men, and 
has demanded such duties of them, that 
they are devitalized and have no resist- 
ance? And yet the profession has not 
been unaware of the high incidence of tu- 
berculosis and acute infectious diseases 
among students nor the still higher rate 
among internes. 
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Has it been necessary? Has it been 
right to permit it, not to say demand it? 
Will it be corrected unless we begin 
somewhere? Again one must shrug his 
shoulders and look for brighter fields. 


He recalls the days as he approached 
the finish of his two-year internship, 
having served eighteen months on the 
surgical side of the hospital and six 
months on the medical. He realizes with 
a wave of thankfulness how much he has 
learned in the care of patients in that 
time and is tremendously grateful that he 
did not have to pawn himself upon the 
world as a practitioner without having 
had that experience. But he has also a 
feeling of great sadness that his student 
days were over, and that he was now to 
begin an altogether new study of how to 
practice medicine—a pursuit which inter- 
ested him but little, anyhow. He knew 
that Smith, a fellow interne finishing at 
the same time, relished the idea of install- 
ing his office, of buying his diminutive car 
and of getting started at last. Smith 
loved the thrill of approaching a new case, 
of studying a little now, and a little then, 
but chiefly from the standpoint of alleviat- 
ing symptoms. He was of just that type. 
He cared but little for the refinements of 
research, for having exact records, for 
analyses, collateral study, and for original 
work in new fields, but quite the contrary 
he would like the contact with men of 
business and other professions, would 
glory in developing his personality and 
clientele, and in being able to dispense his 
knowledge in return for the necessities 
and the comforts of life. Our student ad- 
mired Smith and was glad that a goodly 
number of his friends were of much the 
same type. But then there was Jones, 
who had always been something of a phi- 
losopher, who was observant and careful 
of the minutest details, who loved to spend 
a great deal of time on a single case and 
then to read about and study over and dis- 
cuss its curious findings. Jones was not 
a particularly good “mixer,” and he ab- 
hored anything verging on the use of 
placeboes. Brown also was of much the 
same type, except that Brown was very 
glib and gave out his thoughts in a very 
direct and concise way. 
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They both had oftentimes met in the 
students’ room, and together they had de- 
plored the fact that they were so unready 
to go into practice. They did not feel that 
they had delved into the depths long 
enough. They wanted to continue the 
study of medicine in the hospital with its 
help for several more years. They felt 
that they were just reaching the most re- 
ceptive stage and the time at which their 
experience, if abundant, would rapidly 
develop them into genuinely good and com- 
petent men in their lines. They were just 
beginning to see the real problems of med- 
icine and were getting ideas of how to at- 
tack some of them. 

And yet, what were they to do? The 
hospital was soon to be through with them 
and the next class of internes was pushing 
them out. There appeared to them to be 
but three types of places open to them. 

1. Full-time laboratory work, with pos- 
sibilities in research. 

2. Positions with fixed scale of salaries 
with the Army, Navy, Public Health Serv- 
ice, or industrial medicine. 

3. Private practice, with or without 
connection with the medical school, if 
there happened to be one in the commu- 
nity. 

Every position coming to their knowl- 
edge was discussed, but with the excep- 
tion of one they all came under some one 
of these three heads. Yet, from the stand- 
point of our two graduating internes, 
there were great and serious objections to 
all of them. 

Laboratory work, leading to research 
problems, usually took one away from pa- 
tients, wards and operating rooms. More- 
over, it meant a life of self-sacrifice. No 
research man can look forward to more 
than the most meager salary at any time. 


.A home and comforts of daily life are 


a to be counted in with such an out- 
ook. 

Likewise the Army, Navy, Public Health 
and industrial positions with fixed sala- 
ries and allowances did not permit of one’s 
retaining the personal touch with patients. 
Those positions usually are burdened with 
a great deal of statistical and administra- 
tive work, and although of unquestioned 
value to the community, did not appeal to 
these two. They wished to continue the 
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study and care of the same type of patient 
they were having in their interne service. 

In the third place, if they launched into 
practice they knew that it meant, so far 
as their scientific and clinical development 
was concerned, the loss of from four to 
six years during the valuable period in 
their lives. They had just reached the 
point where they were capable of absorb- 
ing most, of acquiring with greatest rapid- 
ity the necessary deftness of hands and 
fingers needed in surgery, and were be- 
ginning to get a hold on what were the 
real problems of medicine and surgery, 
and to see possibilities for their ultimate 
solution. Often they had discussed Dr. X. 
as representing what happened to their 
type of men going into practice. He had 
at that time been five years graduated 
from the hospital and was just then get- 
ting a foothold in the capacity of Junior 
Assistant. He had several times discussed 
his positions with these two internes. He 
readily acknowledged that he had been 
forced into practice because of financial 
reasons, and that during the entire five 


years, although considered financially a 
success, he had not cared for, nor come 
in contact with, as many cases of a serious 
nature as he had in two months in the 


hospital. And yet his reputation as a 
house surgeon still lived in the institution, 
so exceptional had he been in his knowl- 
edge of anatomy and pathology, and so 
dexterous was he with instruments. 

But at the time he was under discussion 
he was no better as a surgeon nor as a di- 
agnostician, if as good, as when he had 
completed his interneship. Thus reflecting 
on these matters, our two internes did not 
feel that any of these three types of work 
afforded them the field they were seeking, 
wherein they might earn an adequate sal- 
ary or maintenance, continue to be as use- 
ful as they were at the close of their in- 
terneships, and at the same time develop 
themselves and advance the science of 
medicine. 

The one exception to these three types 
was a position as resident surgeon or resi- 
‘dent physician in a teaching hospital and 
this would have afforded them what they 
were seeking had it carried sufficient in- 
come to justify their accepting it. This 
would mean a sufficient sum to pay in- 
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terest on the money invested in their edu- 
cations, their incidental expenses and 
clothing and something to lay by with 
which to begin a home, an offic, or a bank 
account. 


There were a number of resident posi- 
tions which might have been open to these 
two, but only one which carried with it 
the possibilities of their developing by 
their work and study. In this particular 
hospital it had been deemed advisable for 
the good of the institution to reduce the 
number of assistant visiting physicians 
and surgeons, and to turn over the work 
that had been done by them to the resi- 
dent physician and surgeon. Thus they 
would be afforded abundant opportunity 
for observation of cases, latitude in work- 
ing up the clinical and laboratory data, 
and in the case of the surgeon, of continu- 
ing to develop his manual dexterity and 
operative technic. It was understood that 
the reasons why this institution had found 
it advantageous to reduce the number of 
visiting physicians and to supplant them 
with a smaller number of residents was 
twofold: (1) junior visiting men were 
prone to slight the hospital patients on 
the charity services in favor of their pri- 
vate practice; and (2) they were so nu- 
merous and their rotations to the various 
services so frequent that the patients did 
not get continuous and consistent treat- 
ment, and the internes did not have con- 
stant supervision, but instead had_ too 
much latitude and responsibility. The 
other resident positions afforded better 
salaries, but since they did not offer op- 
portunity for operative work, nor the time 
and possibility for the treatment of cases 
on one’s own initiative, they were natur- 
ally not considered. 


It was not left to the students of the 
class, however, to decide their own desti- 
nies. War was, declared by the United 
States very shortly after they had com- 
pleted their internships, and almost to a 
man they volunteered for service and were 
rapidly sent overseas. There they came 
in contact with many men of their class 
from all sections of this country as well 
as of other nations, and many’ were the 
occasions in camp, on shipboard, in trains 
and in dugouts to discuss just this situa- 
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tion and the differences obtaining in va- 
rious parts of the country. 

Among those whose interest was in gen- 
eral medicine and surgery, there was a 
great unanimity of opinion on this point, 
that in no section of the country is there 
an adequately paid resident’s position giv- 
ing opportunity for operative work or for 
the treatment, careful study and analysis 
of cases. As a result, medical education 
in these departments is cut short and de- 
layed for from three to six years, often- 
times with disastrous results to the proper 
scientific: development of the earnest stu- 
dent of medicine. All felt that it would be 
to the,common interest of hospitals, med- 
ical education, students and patients if 
they could be allowed to pursue their 
training as residents in the proper defini- 
tion of that position. If the more ad- 
vanced residents could. be employed as 
full-time instructors of medical students, 
it would certainly be to the benefit of med- 
ical schools who suffer much from the ten- 
dency of unpaid instructors who are prac- 
titioners to neglect the student constantly 
for the sake of practice. 


It seemed to be an impression also that 
if one must practice, the better openings 
lay in the middle or far West. The East 
and South were often criticised as being 
loathe to admit men trained elsewhere to 
their medical cliques, that there was a col- 
loquial spirit here in the South too narrow 
to be receptive of outside men, regardless 
of their qualifications and ability. This 
section was also criticised for not being 
strict in the matter of referring cases to 
men specially qualified in the various 
branches. Let it be understood here, 
please, that the speaker is Southern to the 
core, although educated in the East, and 
he resented these statements, and has 
since been able to disprove practically 
every one of them in his own experiences. 
Nevertheless, these criticisms of the South- 
ern branch of the profession should be 
borne in mind as we encounter doctors 
from other. sections of our country. 


With the close of the war our fifth-year 
graduates are back on this side, picking up 
the lost threads of their plans where they 
dropped them. Many are repeating their 
internships, having lost touch with clin- 
ical medicine by reason of administrative 
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positions they held in the Army. Many 
have launched into, practice, and others 
find themselves filling the position of resi- 
dent in various hospitals. All are cling- 
ing;to the old ideals and are eager to do 
everything in their power to further the 
interests of medical education, but they 
recognize two great drawbacks: (1) the 
unwillingness or inability of hospitals to 
pay their internes’ expenses and their res- 
idents real salaries, and to provide them 
with proper work; and (2) the lack of a 
sufficient number of full-time paid in- 
structors in medical schools, especially on 
the clinical side. 


Our fifth-year graduates frequently 
wonder what might be done to provide for 
just these things. Of course if charity 
hospitals are to remain purely charitable 
institutions, and private hospitals are to 
care for only those patients who are able 
to pay, it will be difficult to arrange things. 
The ideal hospital should be a combination 
of the two, affiliated with a medical school. 
The hospital would furnish a number of 
offices, two or more for each department 
and service. Charity and pay patients 
alike would be seen in these offices and 
studied, clinie fashion, and cases requiring 
hospital care would be admitted at the 
proper time. All others would be treated 
as office patients. 


All cases would be referred to the finan- 
cial department to determine on what 
basis they should be admitted for clinic or 
hospital treatment, and if they were to 
pay, to fix and collect the fees. Through 
the social service department of the hos- 
pital the information necessary for these 
decisions could be obtained. The offices 
referred to would be held by the resident 
physicians and they would have the benefit 
of consultations with the visiting staff 
when the nature of the case demanded it. 
The resident: physicians would draw either 
fixed salaries from the institution or a 
percentage of the receipts from the cases 
handled by them. They would be respon- 
sible for the instruction of the nurses in 
medical branches for supervision of the 
work of the internes and certain of them 
for the instruction of students in bedside 
work. 

Whether this will be the ultimate solu- 
tion of the question, or whether it will 
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come through the combining of all hos- 
pitals and medical schools under munici- 
pal, state and the Federal Public Health 
Service, with the organization along the 
lines above mentioned, one can only con- 
jecture. Certainly if by the latter solu- 
tion, the Public Health Service or an allied 
bureau, could take over and adequately 
finance medical education, and offer its 
training to students in return for a cer- 
tain number of years of their service, it 
might solve many of the most serious dif- 
ficulties now confronting medical educa- 
tion and the public health in all of its 
departments. 

To sum up the situation, therefore, as 
seen from the fifth-year point of view, it 
seems that certain things should be accom- 
plished : 

1. That medical schools must get suf- 
ficient funds to pay an adequate number 
of full-time instructors a living wage, this 
to the end that students, especially in the 
clinical branches, may be consistently and 
properly taught. 

2. That radical changes should be made 
in the matter of duties and hours for in- 
ternes. That all hospitals should pay them 
at least $25 to $50 per month and provide 
them comfortable living quarters, with a 
recreation hall, reading room and library 
in addition. 

3. That the number of assistant visit- 
ing men on municipal and charity hospital 
staffs should now be reduced for the sake 
of economy of time and general efficiency 
of the institutions. 

4. That a resident physician or sur- 
geon’s position should be created in each 
hospital service. That these positions 
should absorb the authority and duties 
pertaining to the assistants on the visiting 
staff and be under the supervision of the 
senior visiting physicians or surgeons. 
That these positions should be amply paid 
by the hospital. 

5. That the positions as paid, full-time 
instructors in the medical colleges be re- 
cruited from among the hospital residents, 
and in turn that visiting men be appointed 
after they have held both positions. 

If these things could be accomplished, 
muses our fifth-year graduate as he gazes 
across the hills to where his star is shin- 
ing down upon the end of his pathway, 
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there would be fewer doctors in general 
practice carrying a “specialty” in addition 
to their general work; there would be 


more hearty co-operation among us, and — 


more referred cases; and most important 
of all, there would be an end of “bluffing,” 
no more need to “bluff” the patient. 
Either one can care for him or one will 
refer him. No need to “bluff” the inquir- 
ing student or interne, for one who shall 
have been trained by the courses outlined 
above can not but know. He can then 
practice or teach without fear, and his 
students may say to him as did those of 
yore, “Good Master, thou knowest whereof 
thou speakest.” 


DISCUSSION 


Dr. Lewellys F. Barker, Baltimore, Md.—Many 
of these difficulties mentioned by Dr. Caldwell 
are, I think, seen and appreciated, but no way 
has been found as yet of escaping them. What 
he has said about the excessive duties of internes, 
their long hours of work and their insufficient 
remuneration is very true. There are two ways 
in which the problem of a living for these young 
men who have just finished their internships 
and who desire to go on with higher clinical work 
might be met. 

The first way lies in the provision of salaried 
positions for men who will continue to live in 
the hospital after their ordinary interne service 
has been completed. Hospitals must, from now 
on, have “upper” resident staffs in addition to 
the resident staffs that now exist. Instead of 
having merely an interne staff that is through 
its service in a year and a half or two years, we 
should have upper resident staffs on which men 
may remain for from three to five or ten years 
with small but growing salaries. There are hos- 
pitals that have already made such provisions, 
and they are reaping the benefit of that special 
kind of organization. Why every hospital does 
not make the effort to install it I can not under- 
stand unless it be through lack of knowledge of 
its advantages. 

A second way is along the lines of Dr. Roberts’ 
suggestion, namely, the formation of private 
clinical organizations for group diagnosis and 
group therapy. Such groups can make use of 
good young graduates on salaries. In a wisely- 
organized group, these men would not engage 
wholly in the practice of the group, but would 
have specially designated hours each week for 
study, teaching, writing, hospital work and in- 
vestigation. The group could afford to pay the 
young graduate a salary that would give him a 
fair income, one suited to his training and the 
needs of his time of life, and as he grew in ex- 
perience and in needs his income would be cor- 
respondingly increased. 

Dr. Caldwell has emphasized as desirable the 
reduction of the number of men who are now at 
work in charity hospitals. Here I differ with 
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his views. My idea is greatly to increase rather 
than to diminish the number of men that are at 
work in the charity hospitals, but with this un- 
derstanding, that the work should be organized, 
developed and differentiated so as to be of the 
right kind. We have, in my opinion, not one- 
fourth of the men at work in these hospitals that 
we need; but we have not yet adequately organ- 
ized hospital work and we have not sufficiently 
differentiated the work that the men may do in 
such hospitals. This plea for the reduction of 
the number of workers is due, it seems to me, 
to a lack of recognition of the amount and the 
kinds of work that should be done in all hos- 
pitals in which patients are to be studied and 
treated. I have never seen a hospital yet that 
was sufficiently manned by the right kind of men. 


I feel the same way about the faculties of 
medical schools, both the clinical staffs and the 
whole-time staffs. The idea at present is to re- 
duce the number of men who are on the faculties 
of the medical schools. This seems to me to be 
an egregious error of judgment. My idea would 
be to bring in as many good men into the facul- 
ties of medical schools as is possible, provided 
always that you organize so as to have an ever 
more differentiated organization with divisions 
of labor that will afford opportunities of the 
right kind for each member. Faculties should 
of course not keep men that can not learn to 
work satisfactorily with others in a well devised 
organization, but they should try to secure all 
the able men who want to work and who are will- 
ing to work in the right way and should give 
them a chance to develop. 


I agree on the whole with what Dr. Caldwell 
has said. We have listened to an admirable pa- 
per, one that should attract the attention of 
medical educators and of hospital administrators. 


Dr. G. Canby Robinson, St. Louis, Mo.—We 
are interested in medical education not alone 
from the narrow point of view of the undergrad- 
uate, but we have in mind the intellectual deyel- 
opment of all medical men. Dr. Caldwell has 
spoken of the opportunity for intellectual prog- 
ress in a medical man’s career. 


There is, under the present state of affairs, a 
hiatus in his opportunities for study which is 
dangerous and detrimental in many cases. I be- 
lieve that one solution for this is the develop- 
ment of the out-patient department. We should 
try to visualize an ideal medical career from the 
point of view of intellectual progress, and a man 
finishing his internship will not as a rule enter 
into busy practice, but he should nevertheless be 
able to continue to have the opportunities for 
study and the opportunities for development that 
he had through his internship. If dispensaries 
are developed as they might be, they would afford 
a splendid adjunct to the type of training men 
get in hospitals. A dispensary should be not 
only a place where patients can be carefully ex- 
amined, but it should be affiliated with laborato- 
ries, where opportunities can be given for just 
as thorough work as in hospitals. If dispensa- 
Ties were to be so developed, there is no reason 
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why a man having finished his hospital work 
should not go on and find the opportunities for 
satisfying his intellectual desires for growth as 
he had in the hospital. Today this is far from 
the case. 


Dr. W. W. Herrick, New York, N. Y.—I was 
especially interested in Dr. Caldwell’s paper and 
was perhaps a trifle apprehensive since Dr. Cald- 
well was once a member of my own classes at 
Columbia. However, he dealt very gently with 
that part of his academic past. 


I feel strongly that the organization of many 
of our hospitals is at present inadequate in that 
the physician is excluded from positions on the 
hospital attending staff until he has been out of 
medical school some ten years. The recent medi- 
cal graduate is not sufficiently utilized in the 
active work of the hospital. It would be of great 
profit if a junior staff were organized in each 
hospital to which the routine instruction of in- 
ternes and students could be intrusted. Inci- 
dentally these men would also be acquiring knowl- 
edge in practice to which they and their clients 
are entitled. The organization of a force of 
junior attendings, to hold their positions from 
year to year during the rendering of efficient 
— is a very great need of the teaching hos- 
pitals. 


Dr. Caldwell (closing).—I think possibly I was 
misunderstood in regard to one point with refer- 
ence to there being too many men on the visiting 
staffs. In the hospital of which I am a graduate, 
the Presbyterian of New York, and in the hos- 


~ pital where I am at present the Chief Resident, 
the Grady Hospital, Atlanta, Ga., on a service 


of from twenty to thirty patients, we have one 
visiting physician and two assistants. On the 
other hand, three internes are responsible for a 
service of from two to three times as many pa- 
tients. This makes two or three times as many 
visiting men as there are internes on each service, 
so that when the internes have finished making 
rounds there remains but little time for the exe- 
cution of the numerous orders. On a particular 
ward, all three visiting men make rounds on the 
same cases, there being no assignment of special 
cases to the various men on service. There are 
frequent conflicts in orders, many delays in exe- 
cuting them; there is confusion as to whose is the 
definite responsibility of caring for the case, who 
is to discharge it; and it becomes the old question 
of “that which is everybody’s business is nobody’s 
business,” the result being frequent complaints 
from families that “Mr. So and So has been here 
so many days and nothing definite has been done 
for him.” 


Hence I feel that if the time of the assistant 
visiting men was devoted to certain classes of 
cases, to investigation along certain lines, or to 
work in the out-patient department, leaving one 
visiting man, and him alone, responsible for the 
care of this number of cases with the assistance 
of the interne staff, it would accomplish much to- 
ward simplifying the work of the interne and 
the nurse and toward co-ordination and efficiency 
in the care of the patient. 
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MEDICAL EDUCATION BY A FOURTH 
YEAR STUDENT* 


By DAN COLLIER ELKIN, A.B., 
Emory University School of Medicine, 
Atlanta, Ga. 


Human institutions, like human beings, 
can not go through a period of vital and 
fundamental upheaval, such as the last 
three years have brought about, without 
changed values. Human beings can more 
easily readjust their values, but institu- 
tions can not escape such readjustments. 
Weak colleges will go to the wall under 
such pressure, and virile ones will be re- 
newed and revitalized into a broader touch 
with life from experience. Into such a 
new era our Southern medical schools are 
passing. 

We are living in a medical age. Never 
before was a public so educated in matters 
medical. Periodical magazines and daily 
papers teem with medical topics and anal- 
ogies. The fad of the millionaire has re- 
placed the library and church with a med- 
ical school or a hospital. The public, in a 
word, is in sympathy with our activities. 
That we may continue to ride upon this 
crest of a wave of public approval and not 
drop in the slough, Southern schools must 
in many ways raise their standards, in- 
crease their endowments, and broaden 
their curricula. There is, above all, a 
natural inertia to be overcome, and a real- 
ization of a definite need for reform. For 
years that need has been postponed and 
avoided. There is need for a revitalized 
educational program which will keep in 
the South (and bring here) the best stu- 
dent material to be obtained and give it 
the utmost facilities for self-development 
and at the same time lay a new emphasis 
on the teaching done and thus on the per- 
sonnel of the teaching force and on its 
adequate compensation, both in salaries, in 
equipment and inspiring environment of 
university associations. 

It is to this question of teachers that 
the undergraduate instinctively turns and 
in which he is most vitally interested. No 


*Read before Conference on Medical Educa- 
tion, Southern Medical Association, Thirteenth 
Annual Meeting, Asheville, N. C., Nov. 10-13, 
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method of procedure, however well consid- 
ered, will produce the ends desired for the 
student unless the personnel behind it is 
of the first class. Deficiencies in profes- 
sors and assistants, especially in the full- 
time branches including medicine and sur- 
gery, are a very serious defect. We need 
more men and good men. By “good” men 
I mean those who are fundamentally thor- 
ough in the scientific branches which un- 
derlie the practice of medicine and sur- 
gery. The less of the publicist, the jour- 
nal padder and the glad-hander they have 
in them, the more likely they are to be 
in the thoughtful application of science to 
practice. The clinician, who is chasing 
from place to place bubbling over with 
ideas about his “fifty cases operated upon 
by my method,” is apt to have an eva- 
nescent frame of mind not calculated to 
advance medical knowledge, but calcu- 
lated to increase personal reputation at 
the sacrifice of all else. The undergradu- 
ate, with an uncanny intuition, soon picks 
out such men and realizes that the man 
with an axe to grind is the great obstacle 
in the proper teaching of the clinical 
branches and must be eliminated. The 
problem can be solved, as is proven by the 
success with which it has met in the older 
Eastern schools and the schools of the Mid- 
dle West. With the proper selection of 
full-time men to head the departments of 
medicine and surgery, these departments 
would then have an actual executive head 
instead of a mere show thereof and a nicely 
selected “balance of power” as now exists 
between jealous clinicians. A supervision 
over every detail of clinical teaching, dis- 
pensary, and hospital work is as impor- 
tant as the supervision over the work in 
anatomy. Let me repeat that it is the 
teaching staff in which the undergraduate 
is most deeply interested, and add that 
appointments to the faculty are the one 
most important factor in moulding the 
character of any institution. Therefore, 
it follows that the power of such appoint- 
ments should be put in the hands of fac- 
ulty members familiar with men and their 
reputations both in their own community 
and at other places, and they should be 
chosen for: first, their demonstrated abil- 
ities as teachers; second; their published 
research and their special ability in a cer- 


— | 


Vol. XIII No. 10 


tain branch. The character of appoint- 
ments is certainly going to determine 
whether our Southern schools go upward 
or remain on the large level of mediocrity. 

Especially would I mention the fact that 
on the clinical side of our faculties re- 
search work is practically dead. That 
school is dead which has not the spirit of 
research, that labors not along new and 
untrodden ways for the solution of un- 
known factors in the production and cure 
of disease. The professor who is not a re- 
search worker is an obstacle to progress. 
The head of every department must be free 
from exacting details of teaching and pri- 
vate practice that he may direct research 
and study the problems that clamor for 
solution. This is too obvious to need fur- 
ther comment. 

All this is reflected in the undergradu- 
ate, for we are at the formative age. For 
the most part we are learning medicine 
by the imitation of our models, and these 
models should be men fired with zeal to 
pursue great ends. We have not the time 
to carry out laborious and detailed re- 
search, but by personal contact with en- 
thusiastic workers we can at least catch 
the spirit of the exploring instinct. Thus, 
and thus only, is the scientific habit of 
mind cultivated. 

With regard to the curriculum, little 
need be said. The courses of study as pre- 
scribed by the American Medical Associa- 
tion have been worked out in detail and 
with thought. From our point of view it 
is not so much what is taught, but the 
manner in which it is taught. I do believe 
that courses in psychology should be added 
to the curriculum, as well as made one of 
the required courses of the pre-medical 
work. The average man on graduation 
knows little or nothing of the psychical 
’ side of the doctor’s work, but must gain it 
through that bug-a-boo with which the 
older physicians love to discourage us un- 
der the vague name of “experience.” I am 
beginning to believe that the reason why 
people like an older man with this so-called 
“experience” is because he has learned by 
years, and subsequently, “the “psychology 
of human approach.” We should be taught, 
like traveling salesmen and newspaper re- 
porters, to deal with all classes and kinds 
of men. In short, we should in some man- 
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ner be given concentrated doses of “expe- 
rience.” How such a course could be pre- 
sented in systematic form I do not know, 
but probably along the lines by which eth- 
ics and philosophy are taught. Like all 
else, most depends upon the teacher, the 
model. 


In the departments of preventative med- 
icine and hygiene we fall far short of the 
Northern schools. Each student should, 
on graduation, at least be qualified to do 
the work of a public health officer in his 
private practice and know the fundament- 
als of sanitary engineering, which, with 
some additional training, would enable 
him to enter this field as his life’s work. 
But, for the most part, our schools are 
uninterested in this phase of teaching. 

Next in importance to the choice of 
teachers are we concerned with the manner 
in which a subject is presented. Not until 
a man reaches his junior year does he 
realize the importance of the preclinical 
branches, and the truth of Sir William 
Osler’s statement that “a man enters med- 
icine by the roads of pathology, physiology 
or physiological chemistry”—I might add 
anatomy. Therefore, too much stress can 
not be laid upon the thorough grounding 
of the student in these subjects. But in 
the last two years every subject should be 
illustrated with the concrete example of 
the actual condition. For example, I re- 
call how the instructor in medicine gave 
us the physical signs of lobar pneumonia, 
and how at examination I regurgitated 
these signs with bovine aptitude for the 
raising of my mark and the edification of 
the teacher. However, it was a year later 
before I heard a crepitant rale. This kind 
of training is good as a memory test, but 
for nothing else. I do not believe that med- 
ical students should be taught as parrots 
to become walking encyclopedias of med- 
ical knowledge, but should be taught cer- 
tain habits of mind and have their lessons 
doubly impressed by seeing every clinical 
fact that is presented in the lecture room. 
Before this can be rectified to any consid- 
erable extent it will be necessary for the 
state boards of medical examiners to 
change their examinations, for at the pres- 
ent the student with the best quizz com- 
pend knowledge is the one who most eas- 
ily passes the state boards. The boards 
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should take into account the student’s col- 
lege work and add practical tests to their 
written examinations, which are now 
merely tests of the ability of the recent 
graduate to absorb and retain large quan- 
tities of knowledge for a brief period. By 
actual count I have been advised by eight 
of my teachers to read detective stories 
and so cultivate the Hawkshaw method of 
diagnosis. The habit of keen and careful 
observation is certainly to be desired, but 
on the whole it is the most foolish of fal- 
lacies, for the discovery of certain condi- 
tions is usually dependent upon the stu- 
dent’s having seen these conditions once, 
of his knowledge that they exist, and of 
his looking for them again. I lately heard 
Dr. Cabot say that in all his experience he 
had never seen a student recognize Cheyne- 
Stokes breathing, but had never seen one 
fail to recognize it after having seen it 
once. Henry Adams has epitomized the 
career of Theodore Roosevelt by saying 
that his life was “pure act.” Should not 
the last two years of the medical student 
be so characterized? 

In this connection, Dean Blumer, of 
Yale, has worked out and presented a plan 
for examinations (and hence for teaching) 
along practical lines which will test cer- 
tain qualities and the knowledge of medi- 
cal students. These are: 

1. The practical examination, as the 
physical examination of patients, history 
taking, and the actual carrying out of lab- 
oratory methods. 

2. The knowledge of the technical lan- 
guage of medicine by requiring the stu- 
dent to define medical terms. 

3. Ability to express ideas graphically. 

4. Ability to interpret ideas expressed 
in graphic form. 

5. Critical ability, or the ability to sep- 
arate truth from fallacy. 

6. Ability to reason from facts, which 
can be best tested by a method allied to 
that popularized by Cabot under the name 
of “case teaching.” 

7. Ability to present his ideas in clear 
language. 

Dean Blumer says that actual experi- 
ence with the type of examination shows 
that the plan is entirely feasible. 

As a practical experiment in preparing 
this paper, I have questioned about a hun- 


dred students, including men from the 
freshman to the senior class, as to what 
they considered their greatest need in pur- 
suing their work. Practically every man 
who did not hold a college degree was 
firmly convinced that his greatest handi- 
cap was a lack of college training before 
entering the medical school. Certainly, no 
one doubts the truth of this. No one can 
do justice to his work at this time who 
has not been trained and mentally devel- 
oped before he enters medicine. Premed- 
ical work should contain some of the 
sciences, as chemistry, biology and phys- 
ics, but a wholly scientific training can be 
of no more value than the “humanities.” 
A college education tends to teach men to 
think and reason, to develop their minds, 
and specialties are to be taken up in the 
professional school. 

In a like manner I have questioned a 
number of physicians as to their handi- 
caps in practice, and almost to a man they 
tell me their greatest need, especially in 
their first lean years of private work, was 
inadequate or improper hospital training. 
Does it not appear, then, that our schools 
should require an academic or a scientific 
college degree, and in addition at least a 
year’s residence in a standard hospital? 
Already eight states are requiring this 
before admittance to practice, and the time 
is not far distant when state boards of 
medical examiners, realizing this need for 
proper preparation for practice, will force 
the schools to adopt both these require- 
ments for a diploma. Not only would this 
better prepare men for their work, but it 
would tend to limit the number of medical 
graduates so that in due time the popula- 
tion would not be surfeited with doctors, 
and the number would be in proportion to 
the patients. As it is, our present com- 
petitive system forces the great majority 
of young graduates, no matter how well 
trained, into idleness for many months and 
sometimes for years; their hands are not 
at the wheel of social and economical 
progress, and society has lost their use- 
fulness. 

I have attempted to point out the most 
striking defects as they appear to an un- 
dergraduate, and in so doing I have con- 
fined myself to the intellectual side of 
medical education. But the training for 
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a profession should of necessity embrace 
more than the knowledge acquired in the 
classroom. The medical ‘school can and 
should continue the work of the academic 
college in the development of character, of 
judgment, efficiency, the understanding 
of human relationship and knowledge of 
men. 

“For success in life, intellectual training 
comes second or third. Without the slight- 
est question, character comes first; com- 
re second, and intellectual training 
third.” 


DISCUSSION 


Dr. W. F. R. Phillips, Charleston, S. C_.—I wish 
to say I listened to Mr. Elkin’s paper with a 
great deal of interest from the point of view of 
one who has tried to make a curriculum, and 
one who is interested in the methods of teaching, 
and I wish to commend heartily nearly every- 
thing that Mr. Elkin has said. He has _pre- 
sented his views, I think, as his own, which he 
says he has acquired from interviewing a great 
many other students and from his own experience. 
I think I can voice them as being pretty much 
those that have come to me in my career as 
teacher as well as in the days when I was a med- 
ical student (and we did not get so good atten- 
tion then as we are getting now) and those that 
have come to me from students bringing their 
troubles to me. I think that there is one thing 
that we have to recognize, and I would empha- 
size it more than anything else. It is not so 
much what we teach as the manner in which we 
teach it. It is the manner that is after all 
worth while. We can not get off by merely 
showing the student something, or telling him 
something, or having him tell us something. We 
must give him a good method—if what we pre- 
sent is presented in a good method—if we can 
induct him into our method of receiving and ac- 
quiring knowledge so that, as it were, he can see 
inside of us just how we reach our conclusions, I 
think we can trust that student to go out and 
tackle rationally any of the problems that he is 
going to encounter. For every question he en- 
counters in his professional life comes up as a 
new problem. It is not the pneumonia or other 
disease that he has seen in a hospital, but what 
he is able to see when he is called on to treat 
the sick man. Paradoxically, he should find out 
what is wrong with that sick man before he 
makes the diagnosis and not make the diagnosis 
first, and find out what is wrong afterwards, 
which I think is a practice with a good many of 
us. I certainly think that the stress which Mr. 
Elkin has laid upon the manner of teaching is one 
we can approve and apply. 

Dr. Lewellys F. Barker, Baltimore, Md.—This 
presentation of views by a fourth-year student 
has impressed me most favorably. The ideas he 
has advanced should prove very helpful to those 
who are interested in medical education. It 
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seems to me exceedingly desirable to have stu- 
dents of evident ability give us the ideas that. 
have occurred to them as students during their 
course in the medical schools. Mr. Elkin has 
imparted to us the ideas that he has formed for 
himself, partly from his own observation, and 
partly from many interviews with other students 
and with physicians. 

Much that Mr. Elkins has said every one of us 
will agree with. He has quite properly empha- 
sized the desirability of the requirement of a 
college preparation of at least two years before 
studying medicine and also the requirement of a 
hospital work for at least a year after gradua- 
tion. What he has said, too, about training for 
character as well as for intelligence will be 
agreed with by every medical educator. Further, 
with his remarks concerning training in psychol- 
ogy, I have great sympathy. I am sure that 
every medical student should have a course in 
psychology, but I would go further and say that 
he should have also a course in sociology. I be- 
lieve that the time has come when it is impor- 
tant that medical men should be familiar both 
with modern psychology and with the main facts 
and principles of modern sociology. 

The paper has drawn attention to the great 
advance that comes with the appointment of a 
certain number of whole-time men in the clinical 
branches. We must, I believe, have whole-time 
professors in the clinical as well as in the lab- 
oratory subjects, and I have for many years been 
an advocate of such appointments. But I feel, 
and have always felt, that we need also part-time 
clinical men as teachers, men who are engaged 
in general and in consulting practice. For other- 
wise (1) the whole-time men will have too great 
demands made upon their time and energy by 
routine work and will not be able to give the 
time to research that they should be able to de- 
vote to it; (2) the students will fail to be ade- 
quately influenced by the example and they need 
the example, of the successful and high-minded 
practitioner of medicine; and (38) the mediation 
between the medical schools and the public mad» 
possible by the part-time clinical teacher will be 
lost, to the detriment both of medical education 
and medical practice. 

I wish that more students of the better sort 
would give us the benefit of their observations 
and their ideas. I am sure that we would all be 
greatly helped by them. 


Dr. Robert Wilson, Jr., Charleston, S. C.—It is 
very refreshing to me as a teacher to hear a 
student tell us his views. I recall reading some 
years ago a story of a German professor who in 
conversation with some of his students exclaimed: 
“Oh, if I only knew what you men wanted me to 
tell you.” I have often felt that I should like to 
get behind the student’s mind and know what he 
thinks of me and of my methods of teaching. I 
am sure it would be a great help to me. 

There are just one or two points in Mr. Elkin’s 
paper that I wish to allude to. In the first place, 
I like what he said with regard to teaching young 
men how to think. I am afraid that a great deal 
of our teaching consists in giving students a 
great mass of dry matter without trying to help 
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them to digest the facts, and they usually come 
up again as they went down, completely undi- 
gested. We should make more of an effort to 
guide him in his thinking, helping him to draw 
his own deductions from the data given, and to 
cultivate in him the habit and power of accurate 
thought. 

I was very much pleased to hear Mr. Elkin 
express himself upon this subject of teaching the 
humanities. The physician should be a man of 
liberal education with every side of his intellect 
equally cultivated, and while certain scientific 
subjects are essential in the preparation for med- 
icine, I think it is a mistake to lay as little stress 
as we do upon the so-called humanities. I do not 
think any one has given a better definition of 
liberal education than Professor Huxley. The 


entire quotation I do not recall at the moment, 
but he says that the intellect should be a clear, 
cold logic engine able to spin the gossamers as 
well as to forge the anchors of the mind, and 
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which has learned to love all beauty, whether of 
nature or of art. Ever since I have been teach- 
ing I have tried to watch my students in order 
to ascertain what kind of education is best quali- 
fied to fit them for the study of medicine. It 
has been my observation that a young man com- 
ing from a school of liberal arts with a B.A. 
degree has, other things being equal, a broader 
vision and a better grasp than a student who 
has prepared himself by a strictly scientific 
course. 


Mr. Elkin (closing).—I am extremely pleased 
that most of the men have agreed with what I 
have said, especially in regard to the teaching 
of the humanities. That is something that has 
been lost sight of in late years. In former years 
that was what was taught in the preparation of 
medicine, and now the tendency is wholly toward 
the scientific side. A great many of the men 
enter with a B.S. rather than a B.A. degree. 
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LOUISVILLE NOVEMBER 15-18 


It is only six weeks before the progres- 
sive doctors from sixteen Southern states 
will gather in Louisville to learn first hand 
from their confreres in the South of the 
advances in medicine and surgery during 
the last year. Judging from the section 
programs that have been sent in, the meet- 
ing will be of unusual interest from the 
scientific viewpoint; and from the plans 
of the Louisville profession, the social side 
of the meeting will be delightful. It seems 
that the meetings of the Southern Medical 
Association grow bigger and better each 
year and the Louisville sessions will mark 
another milestone in the progress of scien- 
tific medicine in the South. 


While the Southern Medical Association 
is essentially an organization for the gen- 
eral practitioner, the specialists in the 
various lines of work in the sixteen South- 
ern states have taken so much interest in 
it that they have organized thirteen scien- 
tific sections; and it is probable that one 
or two others will be added at Louisville. 

The sections provide a varied program 
so that any physician will find much to 
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interest him during the meeting. The ar- 
rangements at Louisville for those who 
may desire to hear the papers and discus- 
sions in several sections are ideal, because 
there will be only one or two blocks be- 
tween the meeting places. 


Never in the history of the Association 
have there been such ideal arrangements 
for the scientific and commercial exhibits. 
Louisville’s great Armory will give space 
for scientific exhibits that will be of un- 
usual interest. Several of the sections and 
the registration and headquarters of the 
Association will be in the Armory, so that 
there will be ample opportunity to spend 
a part of each day in the scientific ex- 
hibits. 
The reunion of the alumni of the vari- 
ous medical schools that united to form 
the University of Louisville will attract 
many physicians from all parts of the 
country who studied medicine in Louis- 
ville. Alumni dinners of various other 
medical schools are also being arranged 
for “lest auld acquaintance be forgot” 
among doctors who were once boys to- 
gether. 


Already several hundred reservations 
for rooms in the Louisville hotels have 
been made by doctors from all over the 
South; and it is not too soon for those 
who hope to enjoy the delights of the 
Louisville meeting to complete their ar- 
rangements and make their hotel reserva- 
tions. Physicians are urged to arrive in 
Louisville on Monday morning, the 15th, 
and remain through Thursday, the 18th. 
There will be crowded in these four days 
more of post-graduate instruction and 
more genuine pleasure than can be found 
anywhere else in the world in several 
weeks. Louisville will be the Mecca for 
the progressive physicians in the South 
from November 15 to 18. 
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CHRONIC APPENDICITIS 


A splendid editorial in the American 
Journal of Surgery for August, 1920,* re- 
views this most important subject. The 
writer says: “Indeed it is notorious 
among surgeons who have followed a con- 
siderable number of cases that in a very 
large percentage of operations for ‘chronic 
appendicitis’ the patient is not at all ben- 
efited even when we include those cases in 
which the pathologist obligingly finds mi- 
croscopical evidence of disease.” The 
writer derides the roentgenological diag- 
nosis of chronic appendicitis from the 
finding of barium in the appendix. 


It is to be noted in this connection also 
that in the new edition of Cabot’s “Phys- 
ical Diagnosis” he states his belief that 
there is no such thing as chronic appendi- 
citis. 

There is no surgeon who has not made 
the diagnosis of chronic appendicitis and 
performed a laparotomy only to find a 
perfectly normal and healthy vermiform 
appendix which he but relucantly removed, 
realizing that the true cause of the pa- 
tient’s trouble had not been found. In the 
editorial referred to, the writer further 
says that the operator has probably over- 
looked “some extra-peritoneal gross le- 
sions as, for example, urinary calculus or 
locomotor ataxia; but more often the ex- 
planation is to be found in the anam- 
nesis,” meaning by that that the interne 
or assistant has taken the history hur- 
riedly or carelessly and has either omitted 
facts or placed undue emphasis upon cer- 
tain symptoms and_ overlooked others 
which were not drawn out of the patient. 
At other times too much reliance is placed 
on the views of the family doctor. 

A condition accounting for the mis- 
taken diagnosis of chronic appendicitis 
much more frequently than any of the 


*Editorial, American Journal of Surgery, Vol. 
34, No. 8, August, 1920, p. 218. 
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above mentioned, is ureteral stricture. Not 
only does it hide behind the mask of 
chronic appendicitis, but it later on is ob- 
scured by the diagnosis of ‘‘post-operative 
adhesions.” Urologists nowadays, in 
studying ureteral stricture cases, are 
bringing out the fact that practically all 
have had a previous appendectomy, or 
at least have had that organ condemned. 
The same, of course, is true of renal and 
ureteral calculi. 


POST-OPERATIVE ADHESIONS: 


Post-operative adhesions can give severe 
symptoms but they rarely do so, and when 
such do occur one expects to find evi- 
dences of at least partial intestinal ob- 
struction as indicated by marked chronic 
constipation. Furthermore, the pain and 
discomfort of adhesions has a tendency to 
be less intermittent than that of ureteral 
stricture. Much that formerly was 
“junked” as neurasthenia is now assigned 
to ‘post-operative adhesions,” but is really 
due to ureteral stricture. Having such 
means for diagnosis as the wax-bulbed 
ureteral catheter and pyelography, one 
marvels at the frequency, and indeed the 
general rule, with which ureteral stricture 
goes unrecognized. More than anything 
else it is due to the mistaken idea that a 
specimen of urine in such cases always 
shows pus or blood. Nothing could be 
further from the fact. 


When one makes a diagnosis of chronic 
appendicitis one should realize that there 
are great chances of being mistaken, and 
furthermore that even if adhesions are 
found binding down and involving the ap- 
pendix, making it unmistakably a chron- 
ically diseased organ, such a condition may 
be purely secondary in importance to other 
lesions such as ureteral stricture, pelvic 
inflammatory disease, cyst of the ovary, 
fibroid uterus, gall-stones, duodenal and 
gastric ulcer, Meckel’s diverticulum, acute 
pancreatitis, etc. With such probable con- 
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comitant pathological findings one would 
be reprehensible in employing a McBurney 
incision in any chronic abdominal condi- 
tion when the likelihood is so great of en- 
countering associated lesions. Far better, 
a right rectus incision. 

Diagnosis in surgery has by no means 
kept pace with operative technic. In other 
words, the art of surgery far outstrips the 
science. However, that surgery is ad- 
vancing rapidly, that its followers are be- 
coming diagnosticians and preventive sur- 
geons as well as mere operators, is being 
illustrated daily. No longer do a pair of 
gloves and a scalpel make a surgeon. One 
realizes that mechanical changes brought 
about by operations are poor makeshifts 
at best and that they should be undertaken 
only after all simple means have been con- 
sidered and found inadequate. 

Chronic appendicitis is unquestionably 
an entity, but in at least twenty to thirty 
per cent of cases so diagnosed other lesions 
are present and the removal of the appen- 
dix does not relieve the symptoms for 
which the patient presented himself. 


THE PHYSIOLOGY OF FATIGUE 


In considering the effects of fatigue on 
health and efficiency it should be remem- 
bered that with every movement of any 
part of the body there is oxidation of food 
(glycogen) that is stored up in the mus- 
cles; and that waste products are formed 
which are carried from the muscles by the 
veins and lymphatics to the heart and 
thence to the lungs, where some are elim- 
inated in expiration, while in inspiration 
a supply of oxygen is taken in to complete 
the combustion of that which remains in 
the muscles. It is thus seen that the deep 
breathing which follows exercise is one 
of Nature’s methods of getting rid of the 
poisons—for the fatigue toxins are true 
poisons—that are formed from muscular 
effort. 
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Nature has provided sufficient lymphat- 
ics and blood vessels in the muscles to re- 
move the toxins that come from normal 
muscular effort; but when a muscle is in 
action too long or is used too violently, the 
waste products can not be carried off fast 
enough, and the nerve terminals in the 
muscles are poisoned with the toxin of 
fatigue. They therefore become sore, stiff 
and incapable of work. The reason why 
a hot bath prevents soreness and stiffness 
in fatigued muscles, after a long walk or 
prolonged physical labor, is that it in- 
creases the superficial circulation and 
draws some of the poisoned blood from 
the muscles to the surface of the body. 

In any kind of work or exercise the 
effort should be to stop before excessive 
fatigue occurs, or to rest long enough af- 
terward for all the fatigue toxins to be 
eliminated before the muscles are used 
again. 

A certain amount of fatigue is normal 
and therefore healthful. The physiological 
effect of the fatigue toxins is to depress 
mental activity, manifested usually by 
drowsiness. It promotes sleep and it is 
Nature’s signal for rest. On the other 
hand, excessive fatigue up to a certain 
point often induces insomnia. How often 
do we hear people say, “I was so tired that 
I could not sleep.” 


MENTAL FATIGUE 


The physiology of mental fatigue is 
much the same. With every form of men- 
tal activity there is oxidation of food prod- 
ucts stored in the brain, with resultant 
waste which must be carried off by the 
blood. There is only a limited circulation 
in the brain, because of the fact that the 
arteries are terminal vessels and brain 
tissue is poorly supplied with capillaries 
to carry off waste products. These fatigue 
“stuffs,” as they are called by some, there- 
fore, accumulate very rapidly in the brain 
and are slowly eliminated. 
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It may seem paradoxical, but when there 
is an excess of fatigue stuffs in the general 
circulation from muscular over-exertion, 
or in the brain cells from mental over- 
work, the first effect is to stimulate the 
higher centres, and one feels conscious of 
increased mental and physical power. 
This accounts for the “second wind” of 
which Henry James speaks, when men, 
after first feeling the effects of fatigue, if 
the effort is continued, may become con- 
scious of renewed and even increased abil- 
ity to perform mental and physical work. 
This temporary exhilaration that follows 
excessive fatigue is a true auto-intoxica- 
tion because the toxin is generated within 
the body. 


Like the intoxication from alcohol, the 
fatigue toxins, if they are present in great 
quantity, produce stupor, and as in alco- 
holic poisoning, it is followed by a period 
of depression. The “morning after” a 
mental or muscular debauch is not unlike 
that which follows a night of excessive 
drinking. One feels stupid, there may be 
headache, loss of appetite and a condition 
of general malaise which interferes with 
comfort and efficiency. 


If the auto-intoxication from overwork 
is continued for months or years it not 
only causes chronic inefficiency, but the 
toxins of fatigue circulating in the blood 
cause thickening and hardening of the 
arteries, chronic Bright’s disease, heart 
disease, much in the same way as does al- 
cohol and the toxins generated by bacterial 
action. 


The auto-intoxication generated from 
excessive fatigue will not cause a man to 
“shoot up the town” nor to squander 
money nor to indulge in riotous living, be- 
cause it does not dethrone reason as does 
alcohol; but, if continued, it will as surely 
decrease efficiency and cause ill health as 
will the enemy that “man putteth in his 
mouth to steal away his brain.” 
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KENTUCKY’S MEDICAL NESTOR 


The recent presentation of a life size 
portrait of Dr. J. N. McCormack to the 
Kentucky State Board of Health is evi- 
dence of the esteem in which a great man 
is held by his medical confreres after forty 
years of distinguished service in charge 
of public health work in Kentucky. This 
graceful act, which was participated in by 
a large number of Kentucky physicians, 
who raised by popular subscription 
enough funds to employ one of America’s 
leading artists to paint a portrait of the 
beloved Nestor of the medical profession 
in the “Blue Grass” State, shows the com- 
mendable spirit of honoring the living, and 
certainly no man in American medicine 
merits such recognition more than does 
Dr. McCormack. 


The medical profession of the entire 
United States will be pleased to know that 
Dr. McCormack’s home friends have not 
forgotten the debt that organized medi- 
cine owes to this distinguished son of Ken- 
tucky. Indeed the medical profession of 
the United States can never reward Dr. 
McCormack as he deserves; because it was. 
he, more than any other one man, who 
built up the American Medical Associa- 
tion to its position of pre-eminence today. 
It was Dr. McCormack who had the vision 
to plan a great medical organization, mak- 
ing the county societies and state associa- 
tions as units and as integral parts of the 
national association; and it was he who 
traveled into every state in the Union or- 
ganizing the state and county societies ac- 
cording to the proposed idea. 

While Dr. McCormack’s claims to great- 
ness come partly from his success as a 
medical organizer, he is considered one of 
the ablest as well as one of the most force- 
ful men in public health work. In other 
words, he is a leader of men who in his 
enthusiasm has carried others to heights 
of usefulness they had not dreamed of be- 
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fore. With all his greatness Dr. McCor- 
mack is as easily approachable as the hum- 
blest of men; and his gentleness, coupled 
with his geniality, make those who know 
him love him for the human side of his 
nature. His impress on the profession of 
medicine and his work for the betterment 
of health conditions in the Nation have 
made a name for him that will endure to 
the end of time. Kentucky may well be 
proud of her medical Nestor, who, though 
he may have passed the three score years 
and ten, is still a young man, and appar- 
ently has many years of usefulness and 
happiness ahead of him. 


GORGAS, THE SERVANT OF 
MANKIND 


Dr. Frederick L. Hoffman, Vice-Presi- 
dent and Statistician of the Prudential Life 
Insurance Company, has sent to the Jour- 
NAL a tribute to General Gorgas that gives 
in detail the British estimate of the 
achievements of America’s great sanita- 
rian. Dr. Hoffman also expresses in 
chaste and beautiful language his own ap- 
preciation of General Gorgas’ service to 
mankind. Dr. Hoffman is a statistician 
who deals with figures that express human 
lives saved or lost. He is therefore in a 
position to judge of the achievements of 
a sanitarian, and what he writes may be 
regarded as an unprejudiced estimate of 
General Gorgas’ part in making the world 
a safer place in which to live. Dr. Hoff- 
man’s contribution appears below: 

In the death of General Gorgas America has 
lost its foremost representative. in applied sani- 
tation, and the Panama Canal has lost the master 
mind whose creative intelligence solved the prob- 
lems and made the dreams of the ancient navi- 
gators come true. No death in the medical world 
has brought home more vividly the truth than 
that he who loyally and faithfully served the 
cause of science and human welfare is deservedly, 
in the words of the President of Peru, to be called 
“A Servant of Mankind.” England honored her- 
self more than perhaps on any previous occasion 


in the impressive manner in which she poured out 
her heart and the most she had to give in the 
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extraordinary tribute to this most distinguished 
American, who died in London on July 4. 


No act of the British people could have been 
more graceful nor more convincing evidence of 
the genuine sincerity in rendering exceptional 
honors where honor was justly due. The burial 
services in St. Paul’s on July 9 will ever rank as 
one of the most inspiring occasions, when the tie 
that binds the great English-speaking nations 
was still more closely cemented by an act the true 
grandeur of which will be appreciated as the 
facts become better known. The British press 
accounts of General Gorgas’ achievements in 
tropical medicine, even better than our own, pre- 
sent the man and his work in a manner clearly 
indicative of the gratifying proof that he was 
thoroughly understood and thoroughly appre- 
ciated, not only for what he did, but for what he 
aimed to do. The record of the beautiful and 
almost regal burial services deserves to be placed 
among the permanent memorials of the whole- 
hearted effort that has brought the great English- 
speaking nations, under whatever flag, still nearer 
to each other. 

According to the London Times of July 7: 
“The body was removed from the Queen Alex- 
andra Hospital on a gun carriage, draped with 
the flag of the American Republic, followed by 
the General’s charger and his decorations borne 
by his brother officers. The escort was composed 
of two battalions of foot guards and one regiment 
(three squadrons) of household cavalry, preceded 
by a band of the foot guards, etc.” 


A salute of thirteen guns was fired in Hyde 
Park at intervals of one minute while the proces- 
sion was on its way to the Cathedral. The mili- 
tary arrangements were made by Major-General 
Jeffreys, commanding the London district. In 
addition to the representatives of the American 
embassy and various government departments, 
a large attendance of representatives of the med- 
ical profession was present, including among the 
pall-bearers the military and naval attaches of 
the American embassy, Lord Astor, the President 
of the Royal College of Physicians, the President 
of the Royal College of Surgeons, the Director- 
General of the Army Medical Service, and Dr. 
Charles H. Mayo, representing the American Col- 
lege of Surgeons. 

The ceremonial was arranged by Canon Leslie, 
consisting of the first part of the burial service. 
After the singing of Psalm 90, the hymn “Nearer, 
My God, to Thee,” was sung, the congregation 
joining. Following the reading of the lesson, an- 
other of the late General’s favorite hymns, Car- 
dinal Newman’s “Lead, Kindly Light,” was sung 
by the choir and the congregation. At the con- 
clusion of the service the American battle hymn, 
“Mine Eyes Have Seen the Glory of the Coming 
of the Lord,” was sung, and for the first time, 
as far as known, in St. Paul’s, and probably in 
any other English cathedral. The coffin was 
borne to a gun carriage to the strains of Chopin’s 
funeral march. 

In a striking, touching tribute to the memory 
of the late General Gorgas, Dr. Cantile, the dis- 
tinguished expert in tropical medicine, remarks 
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that “His name has been associated with events 
in tropical medicine which have taught the mean- 
ing and the worth of applied science to an out- 
standing degree and insured him a lasting fame 
in the annals of medicine. His has been the di- 
recting mind in these events and the primary 
place has been assigned to him in the great drama 
which culminated in the practical extinction of 
one of the greatest scourges of mankind by con- 
quering disease in the Canal Zone and thus ren- 
dering possible the making and completion of the 
Panama Canal.” This tribute is deeply appre- 
ciated by all Americans, but by none more than 
those who know that it is to England that the 
world is indebted for the original discoveries as 
to the causes of malaria and the means of disease 
transmission by Sir Patrick Manson and Sir 
Ronald Ross. But for these discoveries, the great 
work done by Gorgas would have been impossible. 
It was his absolute faith in the truth derived 
from the investigations of Manson and Ross that 
gave Gorgas the courage to fight the bitter oppo- 
sition which, if successful, would in the long run 
have been disastrous to the building of the great 
isthmian waterway. 


General Gorgas immensely advanced the cause 
of practical sanitation and it will ever be due to 
his efforts that vast regions of the earth hereto- 
fore considered unsuitable for human life are 
now and for all time made fit for human needs. 
Some day there will be built at Panama, over- 
looking the beautiful bay, out of voluntary con- 
tributions the world over, a monument in endur- 
ing bronze to the memory of General Gorgas, as 
one but for whose vision, devotion and work all 
the marvels of that most inspiring region might 
never have come into being. 


But a greater and still more deserving monu- 
ment to his memory would be a Gorgas Institute 
of Tropical Research, located in the Panama Ca- 
nal Zone, for the purpose of giving effective fur- 
therance to the labors and the lessons of a life 
the passing of which will ever be deeply mourned 
by all mankind. 


Once more referring to the British tribute paid 
to General Gorgas and the regal honors extended 
to him at the time of his death, I quote the words 
of Dr. Cantile from his letter to the Journal of 
Tropical Medicine and Hygiene, that “The Brit- 
ish Empire paid tribute to this American citizen 
in a manner that did the Empire credit. No 
higher compliment could have been paid, but this 
was no mere compliment, but a debt the Empire 
paid—a just debt and one which honored a nation 
that was privileged to settle it;” and to this I 
add the further words: “Not all the Leagues of 
Nations and peoples have done so much to bind 
the United States of America and the mother 
country closer together than the service in the 
dome of St. Paul’s on that Friday of July. The 
hearts of the people went out to this man. 
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Crowned heads and statesmen receive at times 
this tribute, but for a doctor to be thus honored 
shows that at last he is coming into his own.” 


IN MEMORIAM 


I 

Thou, too, oh Gorgas, now has’t left 

The lessening crowd of men of old, 
Who blazed a shining trail of light 

With will and courage, brave and bold, 
Who cleared a wilderness of ills 

And sorrows that the tropics breed, 
Forgetful of the lesser self, 

And the lure of gold and greed. 


II 

A new and clean Havana now, 

With pride proclaims the faithful Isle, 
A deathless scroll of golden deeds 

Won by hard labor with a smile. 
Though ever gentle, yet you fought 

A noble but determined fight, 
With boundless faith in God and man, 

A pilot steering for the light. 


Ill 

You lifted from fair Panama 

The curse of yellow fever’s plague; 
Where thousands died now thousands live 

Free from the dread of burning ague. 
’Twas you who gave us the Canal 

And made an ancient dream come true; 
The world never can repay the debt 

That it forever owes to you. 


IV 
We honored you while living 
As a leader of our age, 
And stainless is your record 
As writ on history’s page; 
We mourn your loss and miss your ways, 
Your counsel wise and kind, 
And lovingly we think of you 
As “The Servant of Mankind.” 


HEALTHY LIVING 


“Let us teach the children up to twelve 
years of age in our schools and they will 
never forsake our church” is the claim of 
the leaders of a religious sect whose mem- 
bers are rarely proselyted. In other words, 
the child that has been taught the creed 
or the doctrines of a church will usually 
follow throughout life the beliefs that be- 
come what has been called “second nature” 


*“Healthy Living,” Book 1 and Book 2. By 
Charles Edward Amory Winslow, Professor of 
Public Health, Yale Medical School, and Curator 
of Public Health, American Museum of Natural 
History. New York: Charles E. Merrill Co., 
1920. 
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because “the child is father to the man.” 
The same may be said of habits of living. 
If a child is taught the principles of hy- 
gienic living in its early years it will 
form habits that tend to promote health 
throughout its adult years when, if it were 
ignorant of personal hygiene in youth, it 
will be difficult in adult life to change the 
faulty methods of living that surely result 
in disease and premature death. 


The good women of the W. C. T. U. 
recognized that the most effective method 
of spreading the gospel of temperance was 
to teach the youth of the country the ef- 
fects of alcohol. Beginning thirty years 
ago, they forced the schools of every state 
in the Union to adopt text books on physi- 
ology, the principle function of which was 
to inculcate in the mind of the next gen- 
eration a prejudice against drink. That 
they succeeded is evidenced by the fact 
that we now have statutory national pro- 
hibition. While the W. C. T. U. text books 
on physiology taught the harmfulness of 
alcohol, they were as dry as the bones of 
anatomy, and they scarcely touched many 
of the important truths that every child 
should be taught regarding personal hy- 
giene. Therefore, one of the great needs 
of present day education in the primary 
and high schools has been text books that 
would interest the children and at the same 

time impress upon them the things that 
they should know to make them strong 
and healthy men and women and, there- 
fore, better citizens. This need has been 
recently met by a great teacher, Professor 
Charles Edward Amory Winslow, who 
holds the Chair of Public Health in Yale 
University, and who in his series of text 
books entitled “Healthy Living” has per- 
formed a distinct service to the Nation in 
developing the public health conscience of 
the children of the country. 
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THE HEALTHY LIVING SERIES 


The first of the text books by Prof. 
Winslow is more like a story book, and will 
hold the attention of any child. It is in- 
teresting and appeals to the pride and im- 
agination of the child in teaching health 
habits of living. It goes very little into 
detail in anatomy and physiology, but it 
gives enough of the outlines of those sub- 
jects to show the reasons for right living. 


Book Two of the Winslow series on 
“Healthy Living” has more of the ear- 
marks of a text book, but it is intended 
for upper-grade grammer school pupils. 
This book teaches more of applied physi- 
ology than it does the uninteresting facts 
of anatomy and physiology as_ usually 
found in the ordinary text book. The book 
is written from the viewpoint of an expert 
in public health who would teach pre- 
ventive medicine, and not merely to fill 
the student’s mind with facts which he 
does not know how to apply. 


Both books on “Healthy Living” stress 
the importance of physical exercise, and 
the chapters by Walter Camp in which he 
gives his rules of health and his exercises 
for keeping fit add great value to the book. 
If every school child could be made to take 
Camp’s exercises every day they would do 
better work in school and there would be 
fewer with physical defects in after life. 


DR. DOWLING’S SUPPLEMENT 


As the postscript is often the most im- 
portant part of a letter that is intended to 
convey a message of some sort, the Sup- 
plement to Winslow’s “Healthy Living” 
by Dr. Oscar Dowling, President of 
the Louisiana State Board of Health, 
is an addition of great value. For 
instance, in the chapters on “A Health- 
ful Home,” “A Healthful Town” and 
“A Healthful School,’ Dr. Dowling has 
expressed in language that a six-year- 
old child can understand the most es- 
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sential facts in personal and public hy- 
giene. Dr. Dowling also appeals to the 
child’s sense of right and fairness as well 
as to his patriotism in a way that will 
surely make for a better generation of 
men and women than those who have not 
had the facts presented to them in the 
same way. 


Dr. Dowling’s supplement to the edition 
for the upper grades of “Healthy Living” 
discusses largely the hygiene and sanita- 
tion in rural communities. There is a 
chapter on “Diseases Common in the 
Southern States” that gives to the child 
the information that he needs to protect 
himself from malaria, hookworm and other 
tropical diseases. If the facts that Dr. 
Dowling has presented in this book were 
known to every man and woman in the 
South, millions who are now handicapped 
by chronic diseases would be healthier, 
happier and more prosperous. 


It is not possible to force the adults of 
a free country to learn how to keep well 
themselves and to do their part in pre- 
venting disease in others; but with com- 
pulsory education in every state in the 
Union and with the right kind of text 
books taught to all the children, the com- 
ing generation can become so well in- 
formed on preventive medicine that con- 
tagious and infectious diseases will be re- 
duced to a minimum and the length of life 
and the efficiency of the average adult will 
be increased enormously. With this idea 
in view physicians can perform no better 
service to their country than to urge the 
text book commission of their respective 
states to adopt “Healthy Living” as text 
books to be taught to every child that en- 
ters the public school. They can also help 
to make their country a better place in 
which to live by urging those who control 
private and sectarian schools to adopt 
these text books, or others that may be as 
good, on healthy living. 
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Special Article 


THE GATEWAY TO THE SOUTH > 
STANDS AJAR* 


God’s country! 

No humor in that phrase to the Ken- 
tuckian! There never was: there is none 
now. To him the land seems, of all the 
New World, to have been the pet shrine 
of the Great Mother herself. She fash- 
ioned it with loving hands. She gave it 
the clasp of a mighty river. She shut it 
in with a barrier of mighty mountains to 
keep the mob out, spreading broad, level 
prairies beyond where there was no need 
to climb, that the weak might be tempted 
to the other side. The Indians fought for 
the Paradise, and none might claim it 
without a mortal challenge from another 
tribe. Boone loved the land from the mo- 
ment his eagle eye swept the wilderness 
from the mountain top on which he stood, 
and every man with him loved the land 
no less. 

And from hundreds of miles of this 
wonderful land, while on his expedition 
against the British in the Northwest, 
George Rogers Clark chose the site for the 
city of Louisville. And it was, indeed, a 
wise choice. Less than a century and a 
half have passed since then, and Louis- 
ville has grown from a tiny settlement of 
a few hearty men and women, springing 
as they did from a race upon whom Nature 
had smiled a benediction for a thousand 
years—a race that obstacle but strength- 
ens, that has ever conquered its conquer- 
ors, and that seemed best fitted to carry 
into the world beyond the highest ideals 
any age has ever known—into the metrop- 
olis of Kentucky, and one of the leading 
cities of the South. The pathless forests 
have been transformed, as if by magic, 
into fertile fields, underlaid, as they are, 
with thick blue limestone strata which, 
like some divine agent working in the 
dark, keep crumbling, ever crumbling, to 
enrich the soil. 

Far enough North to be impregnated 
with the spirit of enterprise which pre- 


*From Sub-Committee on Publicity of the Gen- 
eral Committee from the Louisville profession. 
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vails therein and makes its people impa- 
tient of the tendencies of the South, but 
clinging always to the traditions of the 
Mother State, wherein dwelt the richest 
culture, the gentlest courtesy, the finest 
hospitality the world has ever known, and 
loving the romance and beauty of the 
South, Louisville holds a charm for all 
who may enter and dwell therein. 

Aside from being a commercial center, 
Louisville is the home of culture and art. 
She has much that is interesting in her 
schools and institutions of charity, her 
parks, her libraries and her churches, and 
has given to the world many notable men 
and women who have enriched it with 
their gifts. In medicine she has always 
been. famous. In her earliest days men 
learned in the science of medicine came 
to Louisville. And some of these must 
have thought themselves possessed of no 
mean ability, for it is recorded that the 
statement of services rendered of one phy- 
sician in these early times showed an item 
of two hundred and forty dollars for four 
doses of calomel. Perhaps, when some 
patient of yours swoons at the presentation 
of a bill, this may convince him how really 
generous you are, even in these times of 
high prices and profiteering. 

Always, where great issues of state and 
nation were involved, Louisville has nobly 
borne her share of the burden, and has 
done unflinchingly what she considered her 
duty. What further need Nature may 
have for her is hid by the darkness of 
tomorrow, but there has never been a time 
when she might not look upon her work 
and say that it was good. 

Louisville has been granted the rare 
privilege of having as her guests on No- 
vember 15 to 18 the members of the prog- 
essive Southern Medical Association. And 
that date shall see the Gateway to the 
South swing wide and stand ajar. It is 
the fourteenth annual meeting of this dis- 
tinguished body, and Louisville shall bend 
every effort to make it the most profitable 
and the pleasantest the Southern Medical 
Association has yet known. And to each 
of you Louisville extends the heartiest of 
invitations to be present on November 15, 
and to those of you who come, her hands 
will be outstretched in the warmest of wel- 
comes, 


CORRESPONDENCE 


Correspondence 


GOLDBERGER’S EXPERIMENTS 


Columbia, Ala., Sept. 6, 1920. 
Editor, SOUTHERN MEDICAL JOURNAL: 

In the various medical journals of the country 
much has been said pro and con in regard to the 
value of the Goldberger experiment with the con- 
victs of Mississippi. There is one fact connected 
with this experiment that I have never seen 
mentioned by either side of the controversy, and 
that is this: the photographs of these convicts as 
shown by Dr. Goldberger at Mobile showed scrotal 
dermatitis in every patient. I have seen and 
treated more than four thousand cases of pel- 
lagra. In all this number there were but seven 
instances of scrotal dermatitis. From informa- 
tion I get from those who have had experience 
with pellagra, their percentages of scrotal der- 
matitis is about like mine. Many of them have 
never seen a case. This being true, isn’t it strange 
that every one of those convicts should have had 
scrotal dermatitis? I would like to ask every 
physician in the South, or elsewhere, who has had 
experience with pellagra to give me, or the JouR- 
NAL, their percentage of scrotal dermatitis. 

J. F. YARBROUGH, M.D. 


FRACTURE OF THE LOWER END OF THE 
HUMERUS 
THOMASVILLE, GA., July 30, 1920. 
Editor, SOUTHERN MEDICAL JOURNAL: 

In the issue of January was an article, “Frac- 
ture of the Lower End of the Humerus,” by Dr. 
Charles A. Vance, Lexington, Ky., and opinions 
and discussions thereon. 

Dr. Hendon, of Louisville, Ky., in discussing 
this paper, spoke of the value of the relations of 
the two condyles and the olecranon as a means of 
differentiation between a fracture above the con- 
dyles and a dislocation backward of the olecranon. 
This point can not be too strongly impressed. It 
was drilled into us in my college days as a sign 
of paramount importance. In the normal arm, 
whether in extension or flexion, the olecranon is 
always in a line between the two condyles; and 
this is also true in fractures above the condyles. 

In dislocations, this relation betwen the con- 
dyles and the olecranon is always destroyed. It 
is well to keep in mind and use all physical signs 
that are at once available to our tactile sense 
and judgment, even though in most instances the 
x-ray is obtainable, which, however, sometimes is 
not available. The writer has treated more 
fractures before the x-ray came than: since. 

The essayist was decided in advice that passive 
motion should never be used. In two to four 
weeks after the fracture, particularly when the 
fracture is between, as well as above, the con- 
dyles, the writer has begun passive motion and 
in some instances has anesthetized the patient 

for this passive motion as many as six times 
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before satisfactory extension or flexion were ob- 
tained, which is believed would not have been 
possible without the passive motion. Treatment 
by flexion was used some years before Dr. Ash- 
hurst published his article on treatment by flex- 
ion though the writer had read in some journal 
of its use. 

Previous to treatment by flexion, the anterior 
and posterior hinged splint was used, and the 
results were as good as by flexion; and hinges 
were often pieces of leather tacked securely to 
wood splints. 

No fracture above the condyles has ever been 
treated by extension. Fractures of the olecranon 
were treated by extension; also forward disloca- 
tions of the upper end of radius were treated by 
extension with a graduated compress under the 
forearm part of the splint, to better preserve the 
interosseous space and outward rotation of 
radius. The article and discussions were of great 
interest and value. T. M. McINTosH, M.D. 


THE TEACHING OF MEDICAL STUDENTS 


Washington, D. C., May, 1920. 
Editor, SOUTHERN MEDICAL JOURNAL: 


The discussion upon the trend of modern med- 
ical education in the May number of the SouTH- 
ERN MEDICAL JOURNAL fails to grasp the factors 
which experience shows me to be the most im- 
portant of all where the education of medical stu- 
dents is concerned. Your contributors lay great 
stress upon the need in medical schools as teach- 
ers of men in the active practice of medicine, and 
they point out the narrowing effect of the ex- 
clusive attention to hospital work and research 
which the full-time professor is supposed to give. 
Criticism highly derogatory to the clinical acu- 
men of most of the recent graduates from the 
better medical schools is supported by allegations 
regarding the lack of the power to deal with 
patients these men showed when drafted into the 
Army. Their too great reliance upon the labora- 
tory and their comparative helplessness in the 
use of methods of examination, which are sup- 
posed to have been thoroughly taught, were said 
to be conspicuous. 


The remedy advocated by most of the speakers 


for these conditions is the employment of active’ 


practitioners or consultants as teachers. 


Permit me to point out that it was the failure 
of these very consultants and practioners to teach 
adequately clinical medicine in the past which 
was the chief cause of the introduction of the 
full-time professor, as it was observed how very 
successful full-time men were in the teaching of 
the laboratory branches. Hence, to employ again 
as teachers active practitioners savors rather of 
a step backward than of an improvement. 


The medical student has so vast a ground to 
cover that there is a great temptation for the 
teacher to concentrate his efforts rather upon 
covering the subject than upon seeing that the 
students do so. By the expression “students cov- 
ering the subject” I mean that degree of assimila- 
tion without which a mere acquaintance with 
facts is sometimes worse than useless. 
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As one speaker pointed out, medicine, while a 
science, comprises also its application as an art. 

No art can be learned without its practice. The 
time to practice the operations of an art is the 
time while they are being learned. Only in that 
way can there be the best assimilation of the data 
of the sciences with reference to their application 
as an art. 


Those who study the methods of medical teach- 
ers will find that there is an almost total absence 
of appreciation of this fundamental and essential 
principle of pedagogy. The medical professor 
tells the students what to observe. He shows them 
what to do. He may perform the operations be- 
fore them. He may discuss them before them. 
But he fails to give due time for the slow elab- 
oration of difficult consecutive observations which 
every student must go through if he is to gain a 
comprehensive and thorough grasp of the alpha- 
bet of clinical medicine. It is true that the more 
rudimentary data, such as the learning of clinical 
signs, are supposed to be taught in this way; but 
the teaching is delegated to instructors who are 
inexperienced in pedagogy, who are supremely ig- 
norant of pedagogical methods, and who are so 
intent upon the operations of their own minds in 
setting forth their subject in a systematic, orderly, 
coherent and complete fashion that they are 
prone to ignore the mental processes going on in 
each individual student who is seeking to absorb 
and to assimilate the alphabet of medical art. 

Never shall I forget the infinite pains which 
were taken by my own clinical professor, Sir 
Thomas Frazer, at Edinburgh, who himself su- 
pervised and revised the teaching of his students 
regarding the methods of observation of patients 
and the use of clinical signs to which the in- 
structors had been introducing them. He used 
to say that he did not expect to teach his class 
clinical medicine, but that he would consider the 
class a failure if he had not taught its members 
how to observe. The word “observation” was used 
in its extensive sense, comprising not only the 
use of the eyes, but the use of instruments of 
precision with eye, ear and hand. 

Even where the rudimentary clinical signs are 
well drilled into the student, it is usually of no 
assistance to him in acquiring the power of in- 
terpreting the clinical signs. He is not permitted 
to use his dialectic in order to reach the kind of 
conclusion which is all he should be permitted to 
seek in that epoch of his training. There is still 
too great a tendency to think of the signs in terms 
of nosology; to keep in the foreground the name 
of a disease one is seeking. 

On the contrary, the effort that should be made 
is toward the physiological interpretation of the 
signs and the combination of signs. Then there 
should be exercises in conjunction with these in- 
terpretations, in forming a synthesis and enabling 
the student to reach a total physiological diag- 
nosis. This should be done quite irrespective of 
disease groupings or even pathological processes 
in the first place. 

The diagnosis should be stated in terms of 
physiological systems only. It is only when this 
method of approaching the individual patient has 
become an ingrained habit that the student should 
be allowed to envisage his case as an example of 
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a specific disease. While this method is, of course, 
particularly true of neurology, it is equally ap- 
plicable to every patient. In my view it is an 
essential method of approach toward the study 
of disease. The lack of it is the main factor in 
the inaptitude which is being so much deplored 
in the discussion. 


Now, this reform in the teaching of these rudi- 
ments should be easily accomplished in any pres- 
ent medical school by more careful attention to 
the details of early clinical training. But it is 
much more difficult to apply the same methods to 
the actual medical practice. Even the giving to 
students of cases fails to develop his personal 
“clinical muscle,” for he has at hand all the facili- 
ties of the hospital along with the advice of the 
residents and of the staff, upon which there is an 
insuperable temptation to lean. This creates a 
most powerful tendency toward conventionalism 
in practice, and furthers an exaggerated reliance 
upon the laboratory, which all good physicians 
deplore at this day. It has led to an implicit 
opinion that the laboratory finding has some su- 
perior merit to the clinical finding, an erroneous 
belief which is particularly dangerous in the 
practice of the art of clinical neurology. But so 
far from its being the case, in most instances it 
is the clinical sign which has a validity superior 
to that of the laboratory. 


While it should not be difficult to apply the 
foregoing principles in any medical school as at 
present constituted they will be far more difficult 
to apply with regard to the diagnosis of disease 
itself. However, the thing has been done for a 
long time, at least in the University of Edin- 
burgh, for which it may be thought that I hold 
a brief. But this is far from being the case, as 
there was no more unsparing critic of some of the 
methods of that University when I was a student 
than myself. The problem is to get the student 
away from the hospital in order that he may 
learn to apply to patients he himself is treating 
on his own responsibility as far as possible the 
data of which his studies in the hospital are giv- 
ing him possession. The hospital itself makes 
this almost impossible. The solution lies in the 
dispensary, whether appertaining to the hospital 
or not. The method is that the student in his 
final year while attending the dispensary be 
given for himself a certain number of .patients 
whom he shall visit at their homes in order to 
make a diagnosis and conduct the treatment. 
This he will do on his own responsibility, but 
with the knowledge that at his back is the dis- 
pensary physician whom he will regard as a con- 
sultant and of whom he will ask assistance only 
when in difficulties. 


The study of cases conducted in this way leads 
to real clinical power, for it is performed during 
the formation of clinical habits, and it leads to 
both a freshness of viewpoint and thoroughness 
which is the secret of clinical adaptability. I can 
personally vouch for the tremendous educational 
value of this system when carried out honestly by 
the student. By it he gains the same kind of 
power clinically that he has gained in the labora- 
tory by himself handling material and perform- 
ing laboratory operations. Indeed, ft may be to 
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this superiority of pedagogical method that the 
preponderant influence of the laboratory in this 
day may be partly due. The men know what the 
laboratory can do because they have done it 
themselves. They do not at any time realize 
what clinical methods can accomplish, for they do 
not really know clinical methods as they can be 
known. Tom A. WILLIAMS, M.D. 


Southern Medical News 


ALABAMA 


The drive for $70,000 for the construction of a city 
hospital in Tuscaloosa has been successful. 

With 124 traps and five routes the boys of Florence, 
under the direction of an expert rat exterminator, are 
catching an average of 75 rats per day. 

Official notice of formation has been filed with the 
Secretary of State by the Covington Hospital, Mont- 
gomery. The authorized capital stock is for $100,000, 
of which $25,000 has been paid. 

The Alabama Anti-Tuberculosis League has changed 
its name to The Alabama Tuberculosis Association. 

Recently the cornerstone was laid for the Soldiers’ 
Memorial Hospital being erected in Montgomery at a 
cost of approximately $100,000, 

The Surgeon-General of the U. S. Public Health 
Service has recommended that an appropriation of 
$400,000 be made for a new quarantine station at 
Mobile. 


ARKANSAS 

At a recent meeting of the Logan County Medical 
Society the following officers were elected for 1926: 
President, E. N. Armstrong, Booneville; Vice-President, 
Wi. H. Bennett, Paris; Secretary-Treasurer, E. 
Foster, Paris. 

Dr. W. R. Brookshear, Jr., announces his association 
with Drs. W. R. and 8S. L. Brookshear in practice of 
medicine, at First National Bank Building, Fort Smith, 

A three-story brick addition to St. John’s Hospital, 
Fort Smith, will be erected by Dr. Charles Holt, owner, 
the cost to be $60,000. 

Dr. William F. Ball, Little Rock, and Miss Estelle 
Metcalfe were married July 1. 

Dr. Nickolas W., Reigler, Little Rock, and Miss Tenie 
Ix. French, Keo, were married July 14. 

Dr. James C. Cunningham and Miss Helen T. 
Youngs, both of Little Rock, were married July 29. 

Deaths 

Dr. W. O. Forbers, Hot Springs, aged 50, died in 
Lincoln, Nebraska, August 26. 

Dr. Jacob H, C. King, Greenwood, aged 60, died th4 
latter part of August. 

Dr. James K. P. Black, Sage, aged 79, died July 2! 


DISTRICT OF COLUMBIA 
The War Department has turned over twenty-one 


hospitals to the U. S. Public Health Serviee. 

The U. S. Public Health Service has declared wi! 
on an army of more than 100,000,000 rats, according to 
Surgeon-General Hugh Cummings, who estimated there 
is one rat for every person in the country, and wha 
has stated that until the rat army is wiped out there 
wiil be scattered infection of bubonic plague. 

Dr. Rupert Blue, former Surgeon-General of the U. S. 
Public Health Service, and Senior Surgeon Joseph H, 
White have been named Assistant Surgeons-General 
at large of the U. S. Public Health Service. 

Deaths 

Dr. Benjamin Pool, Washington, aged 65, died at the 
home of his daughter in Washington, May 25, from 
myocarditis. 


FLORIDA 
The twenty-fourth plague-infected rat has been 
found in Pensacola. More than $1,000,000 will be spent 
in Pensacola in rat-proofing buildings, health author- 
ities estimated. 
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In Key West 2,181 rats have been caught and ex- 
amined, and none have been found to be infected with 


bubonic plague. 

Dr. Robert H. McGinnis, Jacksonville, Mr. John D, 
Baker and Mr. E. E. Cohen have been appointed as 
‘Tubercuolosis Commissioners for Duval County. 

Deaths 


Dr. E. T. Kegel, Gainesville, aged 45, died August J1. 


GEORGIA 


The Railway Surgeons’ Association of Georgia met 
in Atlanta August 18. 

Drs. Henry L. Levington and Lloyd B. Taylor have 
been elected city physicians of Savannah. 

Dr. Gordon T. Crozier has been elected Commissioner 
of Health of Lowndes County, Valdosta, to succeed Dr. 
J. D. Applewhite, resigned. 

Dr. D. H. Allen, Jr., has been elected Commissioner 
of Health of Baldwin County, Milledgeville, Georgia. 

The School of Public Health and Hygiene of the 
Medical Department of the University of Georgia, 
Augusta, opened its first session September 15. 

Dr. Frannin S. Belcher was recently reappointed 
Colored City Physician of Savannah. 

Dr. Robert A. Herring, Milledgeviile, has been made 
Health Officer of Wilmington, N. C. 

Dr. Joseph H. Johnson, Millen, has been elected as 
Commissioner of Health of Walker County to succeed 
Dr. Hollis F. Hope, resigned. 

A movement has been inaugurated by the fraternity 
of Georgia, and especially physicians living near Rome, 
for the erection of a suitable memorial to the late Dr. 
Robert Battey, who spent his life in Rome. 

The Division of Rural Sanitation of the Georgia 
State Board of Health has changed its name to that of 
Division of County Health Work. 

The annual meeting of the Seventh District Medical 
Society was held in Dalton as the guest of Whitfield 
County Medical Society, July 8th. Rome was selected 
as the next meeting place. Officers were elected as 
follows: Dr. Howard E. Felton, Cartersville, President; 
Dr. C. F. McLain, Calhoun, Vice-President; Dr. M. M 
McCord, Rome, Secretary-Treasurer. 

At a recent meeting of the First District Medical 
Society held at Savannah the following officers were 
elected: Dr. Charles Usher, Savannah, President; Dr. 
J. O. Strickland, Pembroke, and Dr. James O. Baker, 
Savannah, Vice-Presidents; Dr. B. M. Bishop, Savan- 
nah, Secretary-Treasurer. 

The Old Mansion, built in 1829 at Macon, by Dr. 
Ambrose Baber, one of the landmarks of Georgia's 
history, has been purchased and will be converted into 
a hospital. 

Dr. Louis G. Martin, Capt. M. C., U. S. Army, Camp 
Gordon, and Miss Caroline Douglas Oden, were married 
in New York City August 2. 

Deaths 

Dr. R. H. Drewry, Brooks, aged 67, died June 25, 

Dr. T. J. Charlton, Savannah, aged 56, died July 25. 

Dr. woe Rk. Threat, Pavo, aged 61, died August 29. 

Dr. R. C, Kibler, Atlanta, aged 83, died July 13 from 
dy 

Dr. H. J. Lasseter, Luthersville, aged 


Dr. T. H. Andrews, Cuthbert, died September 6. 


72, died August 


KENTUCKY 


The quarantine which has been in’ effect at the 
Central State Hospital for the Insane, Lakeland, for 
six weeks was lifted September 1. 

A drive for $160,000 has been launched for the erec- 
tion of the Harrison Memorial Hospital at Cynthiana. 
On the first day of the campaign $29,130 was sub- 
scribed. The hospital will be built in honor of the 
Harrison County World War veterans. 

Mortons Gap physicians have raised their fees: Day 
calls, $2.00; night calls, after 8:00 oclock, $2.50; pre- 
scriptions and office calls $1.00 and up as the case 
requires, and obstetrics, $20.00. 

Miss Mathilde S. Kuhlman, R. N., has been appointed 
Director of the Division of Public Health Nursing of 
the State Board of Health. 

Dr. J. M. Rose, of Eastern Kentucky, married Miss 
Oda Violet Fultz, Washington, on September 8. 

Dr. John Walker Moore, Louisville, and Miss Anna 
Stockett Kent, Ayncote, Pa., were married August 19. 

Dr. Fayette H. Montgomery, Danville, and Mrs. 
Mary McRae, Prescott, Arkansas, married August 12. 
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Deaths 

Dr. C. B. Spaulding, Louisville, aged 40, died at the 
Danville and Boyle County Hospital, Danville, August 
30, while undergoing an operation for appendicitis. 

Dr. Radford H. Willingham, Sturgis, aged 45, died 
August 17. 

Dr. A. K, Caldwell, Waynesburg, aged 52, died July 
11 from valvular heart disease. 

Dr. Haley P. Cartwright, Bowling Green, aged 71, 
died at the home of his daughter in Helena, Arkansas, 
August 23, from angina pectoris. 

Dr. R. C. Biggs, Greenup, aged 76, died May 22 from 
arterio sclerosis. 

Dr. M. C. Health, Richmond, aged 75, died in Stam- 
ford, Ky., July 27. 


LOUISIANA 

The legislature has increased the appropriation for 
the State Board of Health for relief and emergency 
work from $60,000 to $75,600. 

The State Board of Health has arranged for a special 
section of the Charity Hospital of New Orleans to be 
devoted exclusively to the treatment of drug addicts. 

The Southern Baptist Convention has voted to erect 
a hospital in New Orleans, to cost $1,500,000. The city 
of New Orleans hopes to induce the Home Mission 
Board to appropriate $500,000 to start construction, A 
— will soon be launched to raise the remaining 

unds. 

Rev. D. R,. Pevoto, pastor of the Baptist Church of 
Opelousas, was recently appointed Superintendent of 
the Baptist Hospital at Alexandria. 

Dr. James A. Tucker, Baton Rouge, has been named 
physician for the Louisiana State University, succeed- 
ing Dr. C. McVea, deceased. 

Dr. Elliott Kiblinger has removed from 
to Dallas, Texas. 

Dr. G. A. Thomas, New Orleans, recently 
charged from service in the Army. 

Dr. Eleazar R. Bowie, New Orleans, and Midem- 
oiselle Renee Gavinet, of Limoges, France, married 
recently. 

Dr. Andrew Vallois Fredericks and Miss Annie 
Crawley, both of New Orleans, married August 1S. 


MARYLAND 

Preparations have been made for a state-wide drive 
to raise funds for the University Hospital, Baltimore. 
The amount of money to be raised will amount to 
approximately $500,000. The drive will last eleven days, 
beginning October 2 and ending at midnight October 
12. The University Hospital needs most a nurses’ 
home and a maternity hospital. 

A dental clinic has been established at the Hebrew 
Hospital, Baltimore. The new clinic was made possi- 
ble by the gift of $10,000 from Dr. Harry Adler as a 
memorial to his parents. Dr. William A. Etheridge 
will be in charge of the clinic which will be used 
exclusively for diagnostic work among the patients of 
the hospital and dispensary. 

A set of thirty-six Greco-Roman surgical instru- 
ments, which were found near Kolophon in Asia Minor, 
have been presented to the Archeological Museum of 
Johns Hopkins University, Baltimore. 

The name of the Union Protestant Infirmary, Balti- 
more, has been changed to Union Memorial Hospital. 

The following officers have been elected by the 
Miners’ Hospital, Frostburg: Dr. M. Gillette, Presi- 
dent; Dr. J. M. Price, Vice-President; Roberdean 
Annan, Treasurer; William Gunter, Secretary. 

General Hospital No. 2, Fort McHenry, has been 
turned over to the U. S. Public Health Service for its 
War Risk Insurance work. The patients of the Army 
Hospital were all taken in a special train to the Walter 
Reed General Hospital at Washington. 

The will of Capt. Joseph Raphael de Lamar, New 
York, provides $5,514,401 for Johns Hopkins aiversity. 
The residuary estate will be divided equally among the 
medical schools of Harvard, Columbia’ and Johns 
Hopkins universities. 


Marksville 


was dis- 


MISSISSIPPI 

Mr. H. A. Kroeze, formerly sanitary engineer for the 
Minnesota State Department of Health, has been ap- 
Samer Sanitary Engineer of the State Board of 

ealth. 

A drive for $590,000 has been inaugurated for the 
proposed new Methodist Hospital to be erected in 
Hattiesburg. 

(Continued on page 38) 
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Cascara AromaticS & D 


grows in professional favor solely on the score of 
merit. Smaller dose—more palatable—it never 
gripes. 


We confidently court critical clinical cascara com- 
parisons. 


At most leading drug stores. 


SHARP & DOHME 


LET 
P-M CO.PHARMACEUTICALS 


be your choice whenever you want true drug action via the Gastro-Intestinal route. 
Our products are true to name and represent the most potent and active formulae that 
careful selection, careful testing, careful manipulation and careful study of the com- 
position of the different preparations allow. 

They meet your requirements for a means of supplying medication to the particular 


patient; being easily administered because of their palatability and appearance. Our 
twenty years of endeavor have been directed toward the manufacture of the best in 


Pharmaceuticals of 


Did we get your request for our new, up-to-date catalogue? 


PITMAN-MOORE COMPANY 


PHARMACEUTICAL & BIOLOGICAL CHEMISTS 
INDIANAPOLIS U.S.A. 
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SAVE \.ONEY ON 


YOUR X-RAY supputs 


Get our price list and discounts on quantities before you 

purchase 

HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 

109% TO 25% ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands in stock for quick ship- 
ment. PARAGON Brand, for finest work; UNIVERSAL 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
Eastman, Ilford or X-ograph metal backed. Fast or slow 
emulsion. 

BARIUM SULPHATE. For stomach work. 
Low price. 

COOLIDGE X-RAY TUBES. 5 styles, 10 or 30 millamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 
These will. end your dark room troubles. 5 sizes of En- 
ameled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and samples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to 4th or less. Double 
screens for film. All-metal cassettes. 

LEADED GLOVES AND APRONS. (New type glove, lower 


priced.) 
FILING ENVELOPES with printed X-ray form. (For used 
plates.) Order direct or through your dealer. 
N If You Have a Machine Get Your 
Name on our Mailing List. 


GEO. W. BRADY & CO. 


780 So. Western Ave. CHICAGO, Ill. 


Finest grade. 


(Continued from page 782) 

Ellisville will get the Mississippi Home for Feeble 
Minded, for which it offered $20,000 in cash and 2,570 
acres of improved land with forty residences, worth 
at least $200,000. 

A rat-killing campaign conducted by the U. S. Pub- 
lic Health Service and State Board of Health has been 
started in Biloxi and is part of the anti-bubonic 
plague fight. This campaign will be continued in the 
city until every rat has been captured. 

To further hygiene and sanitation Dr. E. G. Pope, 
Director of Health work in Granada County, has be- 
gun a series of lectures illustrated by moving pictures. 

Dr. Wiilliam A. Carpenter, Meridian, has resigned as 
Health Officer of Lauderdale County. 

Dr. Willis Walley has resigned as superintendent of 
the State Charity Hospital at Jackson. He is suc- 
ceeded by Dr. Francis M. Sheppard, of Richton. 

Deaths 

Dr. N. B. Spratt, Amory, died early in August from 
malignant disease. 

Dr. Benjamin F. Ward, died 


Dr. Jarret C. Windham, Mt. Olive, aged 56, died in 


June, 


Winona, aged S87, 


MISSOURI 


The $300,000 four-story brick clinic building adjoin+ 
ing the City Hospital, St. Louis, has been opened. 

Dr. J. F. Bredek has been appointed Assistant Health 
Officer for the City of St. Louis. F 

The American Child Hygiene Association will hold 
its eleventh annual meeting in St. Louis, October, 11+ 
13. 

The -Central States Pediatric Society will meet in 
St. Louis on October 13-14; the meeting on October 15 
to be a joint meeting with the American Child Hygiene 
Association. 

The twenty-fifth annual meeting of the American 
Academy of Ophthalmology and Otolaryngology — will 
be held in Kansas City, October 14-16. 

(Continued on page 40) 


standard rates. 
desired. 


specimen is sent. 


be sent on ice by special messenger. 


DR. WILLIAM KRAUSS’ 


Physicians’ 


SHIPPING ADDRESS: GOODWYN INSTITUTE 
MAIL ADDRESS: DeSOTO STATION 


MEMPHIS, TENN. 


All recognized procedures for clinical purposes carried out by standard 
methods in a completely equipped laboratory by competent workers at 


Modifications of the WASSERMANN test added to regular test when 
Photomicrographs of tissue sections must be requested at the time the 


Reports sent as expeditiously as is consistent with correct procedure. 
Water and milk for plating and animal tissue for anthrax or rabies should 


Laboratory 
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K-Y LUBRICATING JELLY 


AN IDEAL 
EMOLLIENT 


Promotes “hand coms 
fort” by safe- 
guarding against 
the ravages of 
antiseptic solu- 
tions, hard 
water and severe 
weather. Allays 
smarting, soothes 
irritation 


K-Y LUBRICATING JELLY 


THE PERFECT SURGICAL 
LUBRICANT 


Assures effective sSur- 
gical lubrication 
without staining 
the clothing, as 
it contains no 
grease. It is solu- 
ble in water; is 
antiseptic and is 

non-corrosive to 

instruments 


So many cases of Pruritus, Chafings and Irritations are relieved by applying K-Y Lubricating Jelly 
that the profession's attention is respectfully directed to the fact. Noclaim is made that K-Y Lubri- 
cating Jelly will act with equal efficacy in every case, but you will secure excellent results with such a 
large number of patients that we believe you will continue its use as a matter of course. Samples on request 
Mention this Journal 


Headache and Neuralgia | In that Confinement Tear 
are relieved by the If you favor immediate repair, use 
rubbing in of our especially chromicized catgut 
prepared to hold seven to twelve 
K-Y ANALGESIC days. Each strand of this special 
“The Greaseless Anodyne” Van Obstetrical Suture 
Repeat when necessary, washing off Chromic Catgut 
the previous application is threaded on a suitable needle, 
“A safe, harmless way that ready for instant use. Inuispens- 
works most of the time” able for your surgical bag 


Obtainable from your dealer 
Mention this Journal NEW BRUNSWICK.() N.J..U.S.A. 


ANTISED. | 
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(Continued from page 38) 
. The residence of W. A. Pickering, Kansas City, has 
‘6 e been purchased by Dr. Ellsworth H. Trowbridge for 
the use of the Trowbridge Training School for Back- 
Or S 1 e ward Children. 

: Dr. M. C. Stone, Springfield, has been appointed 

pathologist, of Frisco Hospital. 
99 Dr. A. Thompson has resigned as Superintendent 

a arm of the as City General Hospital. 

During the crisis in the financial affairs of St. Joseph 
members of the Federation of Women’s Clubs of thai 
city have offered to go to the aid of the State Board 


i» So writes a physician regarding a new way of — i perform voluntary duty in sanitary in- 
spection, etc. 


he had discovered for introducing sd filiform St. Mary’s Infirmary, St. Louis, has bought a seven- 
into the bladder in cases of tight stricture. teen-acre site for $150,000, on which they will build a 
His experience, together with a multitude of 

: . 43 . ysicians of Poplar Bluff have organized a company 
— equally interesting and stimulating, with a capital of $50,000 and have purchased a resi- 
make up one of the features of dence which has been converted into a hospital. 


Dr. L. J. Matlock, Corinth, and Miss Callie Schram, 
of Benton, Ill., were recently married. 


66 

Electro-Therapy Deaths 
Dr. L. J. Danndurant, St. Joseph, was drowned in the 
99 Missouri River, near Bean Lake, August 1, when his 
In ] he A bstract automobile plunged through a washout into the river. 
Dr. K. C. Garner, St. Louis, aged 41, died in the St. 

Louis City —— August 5. 
@ A 145 page bound work, pocket size, for instant Dr. C, Daily, Lake Taneycomo, aged 50, died at a 


consultation, giving valuable ethical and prac- hospital in Springfield, June 8, from peritonitis, follow- 
tical standards of work bringing therapeutic ing an a for appendicitis. 
results and a wider range of practice alike and Dr. C. Jones, St. Louis, aged 82, died at the home 
abreast. of his aeniiter July 27. 

Dr. Ulrich Harder, St. Louis, aged 74, died June 27, 
Compiled exclusively for the medical profession, from myocarditis. A 
and distributed without cost by the Thompson- Dr. Eugene W. Ayres, Hannibal, aged 83, died August 
Plaster Co. It is ESSENTIAL to ask for it on 30. 
your letter head. Dr. J. L. Slayden, Dexter, aged 70, died August 23. 


THOMPSON-PLASTER CO. NORTH CAROLINA 


LEESBURG, VIRGINIA The Crowell Urological Clinic has purchased the 
property adjoining the Charlotte Sanatorium for the 


(Continued on page 42) 


Laboratories of Drs. Bunce and Landham 
ATLANTA, GEORGIA 


Jackson W. Landham, M.D. 
Director X-Ray Dept. 


Allen H. Bunce, A.B., M.D. 
Director Pathological Dept. 


THE WASSERMANN TEST 


“I can not urge too strongly upon the profession the necessity for 
submitting material for this test to well-qualified serologists if reliable 


results are to be obtained.” 
—Charles F. Craig, M.D., Col., M.C. U.S.A. 
The Wassermann Test, Mosby, St. Louis. 


a ; We perform these tests every day in the week except Sunday. Reports 
wired upon request. 


Fee lists and containers for pathological specimens and information 
in reference to X-Ray work furnished upon request. 


Address 


DRS. BUNCE AND LANDHAM, Healey Bldg., Atlanta, Georgia 


5 
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HO»sPITAL FURNITURE and 
SURGICAL SUPPLIES 


Don’t Throw Away 


Old Surgical Instruments 
INSTRUMENTS REPAIRED—RENICKELED—SHARP- 
ENED - MADE OVER—LIKE NEW 
Do not throw away any instruments—send 
them to us 

You will be surprised as well as pleased 
with your instruments when we send them 
back. 

The cost is small. 


THE SURGICAL SELLING CO. 
53 Walton St. Atlanta, Ga. 


THE STORM BINDER AND 
ABDOMINAL SUPPORTER 


Patented 


Adapted to 
the use of 
men, women 
and children 
for any pur- 
pose for 
which 
Abdominal 


Support is 
needed 


Ask for Descriptive Literature 


Our January business for 1920 has broken 
all records. Note our new address. Largely 
increased facilities will make it possible for 
us to fill mail orders in 24 hours after they 
are received. 

KATHERINE L. STORM, M.D., 
1701 Diamond Street 
Philadelphia 


100 Million 


Explosions 
In a Grain of Wheat 


Puffed Wheat is whole wheat 
steam exploded. The grains 
are sealed in guns. After an 
hour of fearful heat the guns 
are shot. And over 100 million 
steam explosions are caused in 
every kernel. 

The process was invented by 
Prof. A. P. Anderson, to make 
whole grains wholly digestible, 
and easy to digest. 

Puffed Rice is whole rice 
puffed in like way. Corn Puffs 
are corn hearts puffed. 

These bubble grains, flimsy 
and nut-like, form most deli- 
cious foods. And they are the 
best-cooked cereals in exist- 
ence. 


Puffed Wheat 
Puffed Rice 
Corn Puffs 
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Persona 
Laboratory 
Service 


At a reasonable price 


Wassermann test .................... $5.00 
Lange Gold sol......................... 5.00 
Tissue diagnosis ...................... 5.00 


Blood 
Chemical 


Analysis 


Routine— 
$2.00 
Urinanaiyees ............................ 2.00 


2.00 
2.00 
Dog heads for Negri bodies. 


Autogenous vaccines put up in sep- 
arate ampules. 


I CAN ONLY HOPE TO GROW 
BY EFFICIENT SERVICE 


DR. J. S. FLEMING 


Exchange Bldg. Memphis, Tenn. 


(Continued from page 40) 


purpose of erecting a thoroughly modern hospital and 
clinic building of 100 or more rooms. 

Dr. Edward F. Long, Lexington, has been given the 
position as Superintendent of Public Health for Wake 
County, which also includes the city of Raleigh. 

Dr. H. B. Rowe, Mt. Airy, has announced that be- 
ginning August 1 his practice would be limited to eye, 
ear, nose and throat. 

Drs. Harold W. Glascock, A .J. Ellington and I. M. 
Proctor, Jr., have opened a diagnostic clinic at Raleigh. 
The Mary Elizabeth Hospital is overated in connection 
with the clinic. The purpose of the organization is 
for group practice. 

The Eighth District Medical Society recently met at 
Wentworth. Dr. Thomas I. Fox, Franklinton, was 
elected President; Dr. C. A. Hayworth, Coleridge, Sec- 
retary. Ashboro was selected as the next meeting 
place. 

The cornerstone of the North Carolina Hospital, Gas- 
tonia, has been laid. The State appropriated $40,000 
for the building fund, residents of the State contributed 
$30,000, and the $30,006 needed to complete the equip- 
ment is being subscribed. The building will soon be 
completed. 

At the second annual meeting of the North Carolina 
Hospital Association the following officers were elected: 
Dr. J. M. Parrott, Kinston, President; Dr. J. Q. Myers, 
Charlotte, Secretary-Treasurer. 


Deaths 


Dr. J. H. Rozzelle, Salisbury, died at the Presbyte- 
rian Hospital, Charlotte, September 11. 

Dr. A. S. Harrison, Enfield, aged 56, died August 19. 

Dr. G. G. Thomas, Wilmington, aged 77, died Septem- 


ber 7. 


OKLAHOMA 


The third annual Oklahoma State Public Health Con- 
ference will be held in Oklahoma City, October 12-13. 
Dr. J. B. Lampton, Henderson, Ky., has moved to 
Sapulga and formed partnership with Dr. A. Avery. 
Tentative plans have been prepared and adopted for 
(Continued on page 44) 


“—a few days afterward 
she rushed into my office 


and said she and her mother had dis- 
covered in the skiagraph what all the 
Doctors had failed to see; viz, a pair 
of scissors.” 


Extract from statement of facts in connection 
with a malpractice suit for $20,000.00. 


NOTE—Four other X-Rays, with parts exposed, 
showed nothing. 


Scissors vs. A Dress Hook 


There is no limit to the sources of 
threat, claim and suit in any field 
of professional practice 


The Medical Protective Co. 
of 
Fort Wayne, Indiana 
Professional Protection Exclusively 


' 
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ANALYSIS 
5 Moisture . . 
Ash . 
Fat 

STARCHLESS 
Leavenine and 
Flavoring . 


ISTERS Diabetic Flour is made by our own original, 


exclusive process. Blended of specially prepared caseins; 
contains no purins; entirely free from starches and sugars. 
About 95% is assimilated and g0% goes into energy. 


SELF-RISING—Extraordinarily versatile. Easily made into 

strictly non-carbohydrate Diabetic Bread, Cookies, Muflins, 

Biscuits, Noodles, Pancakes, Dumplings, French Toast, etc. 

—delectable to both the eye and the palate; nourishing; health- 

tul; and of very great value in breaking up the depressing mon- 
otony of the usual Diabetic diet. 


Packed in small, carefully measured boxes 
—each containing just enough flourto make one loaf of Diabetic 
Bread—the right amount per day for the average patient. In this 
respect, alone, of wonderful assistance to both physician and 
patient in the strict regulation of the Diabetic diet. 
A Month’s supply—30 boxes $4.85 
Fifteen Days’ supply—15 boxes 2.75 


Will be sent direct to the physician or to his patient. Or write to us for 


name of our Agent in your locality 


LISTER BROS,, Inc. 


405 Lexington Avenue, New York City 
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Dr. George B. Adams 
SAYS: 


“There are so many things in medi- 
cine that doctors have to guess about, 
when they can know a thing they 
should know it, have laboratory tests 
made.” 


Complement Fixation Tests for: 


Syphilis 


Gonorrhea 


Tuberculosis 


Lange’s Colloidal Gold Reaction 


Tissue examination by Frozen Section 
and Paraffin Embedding Methods 


Animal brains examined for Rabies 
Pasteur treatment by mail 


Bacteria responsible for infection 
identified 


Autogenous Vaccines prepared 
Blood chemical analyses 
All routine laboratory work done 


Containers for mailing specimens 
furnished on request 
Dr. GEORGE B. ADAMS 
Clinical Laboratory 
705-709 Maison Blanche Annex 
New Orleans 


October 1920 


(Continued from page 42) 


the third State Tuberculosis Hospital to be erected in 
Talihina, LeForte County. 

The cornerstone was laid for the Tuberculosis Sani- 
tarium for colored people at Boley, September 9. State 
Health Commissioner, Dr. A. R. Lewis, assisted in the 
exercises. In 1919 the institution was established by 
the Legislature and $50,000 was appropriated for build- 
ings and equipment. 

Health bulletins will be issued by the State Health 
Department to the teachers of the State. These bul- 
letins will present full plans for teaching better health 
among the children of the schools. 

The site for the $40,000 municipal hospital in Paw- 
huska has been selected and plans for the building are 
being drawn. 

Dr. G. E. Johnson, formerly of Holly Springs, Miss., 
has moved to Ardmore, Okla. 


Deaths 
. Finley, Guthrie, aged 32, died in Denver, 


Dr. Chas. H. Mahar, Spiro, aged 64, died August 2 

Dr. Julius H. Peterman, Ardmore, aged 80, died M: iy 
31, from injuries received in a fall. 

Dr. Edgar Pleas, Collinsville, aged 58, died August 14. 

Dr. Orville B. Thompson, Oklahoma City, aged 79, 
died at the home of his daughter in Ardmore, July 30. 

Dr. Sam M. Hunter, Oklahoma City, died August 31. 


SOUTH CAROLINA 


The Salvation Army are constructing a small hospi- 
tal in Greenville. 

It is understood that the State Anti-Tuberculosis 
Association is to have a traveling clinic, which will 
begin about December 1. Of the $50,000 which the 
association expects to raise, at least $14,000 will be 
used for the maintenance of the clinic. This will in- 
clude a doctor and nurse, which will cover every county 
in the State. 

Dr. Paul Knotts has been appointed Health Officer 
of Lee County. 


_ (Continued on page 46) 


NOTICE 


SHERMAN’S VACCINES 


ARE NOW SUPPLIED IN A NEW 10 MIL. 
(Cc. C.) CONTAINER 


This package has many superior features which 
assure asepsis, prevent leakage and facilitate 
the removal of contents. It is construct 

the well known Sherman principle. 

The vial is amply strong which prevents break- 
age so frequent with shell vials. 

We are exclusive and pioneer producers of Bac- 
terial Vaccines. Originators of the asceptic bulk 
package. Pioneer in elucidation, experimenta- 
tion and clinical demonstration. 


The largest producers of 
Stock and Autogenous 
Bacterial Vaccines. 


BACTERIAL VACCINES 
Detroit 


“Sherman's Vaccines are Antigens.” 


MANU FACTURER 


“ — 
Dr. 1. [Li 
July 22. 
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Dr. M. M. Cullom’s Mouth Gag 


Two TONGUE DEPRESSORS 
FOR ADULTS AND CHILDREN 


READY FOR 
IMMEDIATE 
DELIVERY 


The tongue depressors on this mouth gag 
have a vertical adjustment and can be attached 
or detached instantly. Instead of crowding the 
tongue into the larynx, they exert a lifting 
force on the base of the tongue and permit free 
respiration. 


V. MUELLER & COMPANY 
1771-1789 Ogden Ave., CHICAGO 


SEE OUR EXTENSIVE DISPLAY AT THE COMING MEETING OF THE SOUTHERN 
MEDICAL ASSOCIATION, 


The 
Management 
of an 
Infant’s Diet 


In extreme emaciation, which is a characteristic symptom of con- 
ditions commonly known as 


Malnutrition, 
Marasmus or Atrophy 


it is difficult to give fat in sufficient amounts to satisfy the nutnitive needs; therefore, it is 
necessary to meet this emergency by substituting . ome other energy-giving food element. 
Carbohydrates in the form of maltose and dextrins in the proportion that is found in 


MELLIN’S FOOD 


are especially adapted to the requirements, for such carbohydrates are readily assimilated 
and at once furnish heat and energy so greatly needed by these poorly nourished infants. 


The method of preparing the diet and suggestions for meeting individual conditions 
sent to physicians upon request. 


MELLIN’S FOOD COMPANY, 


BOSTON, MASS. 
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THE GRADWOHL 
LABORATORIES 


928 N. Grand Ave. 
7 West Madison St. 


Our reputation insures good work for 
you. Write to us for literature and 
Free Containers. 


THE GRADWOHL TOURNIQUET 
helps you in vein punctures. You can 
have one for $1.50. Order one now. 


Our book on Blood and Urine Chem- 


(Continued from page 44) 


Recently the Greenville County Medical Society gave 
a dinner to the doctors of the medical staff of the U. S. 
Public Health Service Hospital at Camp Sevier. 

Dr. Walter Boon, Bishopville, has been appointed 
Health Officer to Cherokee County with headquarters 
at Gaffney. 

Dr. Abraham Mattes and Miss Henrietta D. Pearl- 
stine, both of Charleston, were married in New York 
City July 27. 

Deaths 

Dr. William J. Young, Fairfax, aged 69, died July 25, 

from heart disease. 


TENNESSEE 


At an auction sale of a violin the Crippled Children's 
Hospital, Memphis, netted $1,132. 

Several cases of smallpox have been reported at Leb- 
anon, which has necessitated compulsory vaccination. 

At a recent meeting of the Weakley County Medical 
Society, held at Dresden, plans for the erection of a 
county hospital were discussed. The money will be 
raised by donation and the site will be either at Dres- 
den or Martin. 

Plans have been drawn and a site selected for the 
construction of a hospital in Paris, to cost about 
522,000, 

The name of the Woman’s Hospital of America, 
Nashville, has been changed to the Woman's Hospital 
of Tennessee. 

The City Health Officer, Nashvilie, recently reported 
that Nashville was free from malaria. 

Dr. L. E. Wheat, Cornersville, has purchased the 
home of W. H. Moore at Lewisburg, which will be used 
for hospital purposes. Dr. Wheat has removed to Lew- 
isburg. 

According to news received at the office of Dr. A. G. 
3uckner, Director of the Bureau of Oral Hygiene, State 
Board of Health, the United States Public Health Serv- 
ice will send a mouth hygiene unit to Tennessee for a 


istry is a complete treatise on this | 
important subject. Send us your 
order. Price, $5.00. 


Hecht-Gradwohl plus Wassermann 


$5.00 


Get in touch with us if you want ex- 
pert laboratory service that will 
satisfy you. 


We are making this organization 
known to the medical profession as a 
Laboratory Consulting Point of High- 
est Order. 


For the information of those inter- 
ested, we are giving Laboratory In- 
struction at our Chicago plant only. 
Make reservations there for special 
work. 


period of six months beginning October 1. 
(Continued on page 48) 


Underwood Service 


It means care with all machines 
made by the 


Underwood 
Typewriter 
Company 
We repair your old machine or 
rent you one for emergency use. 


The Underwood can best repair 
the typewriter it made. 


UNDERWOOD TYPEWRITER CO., 
Inc. 
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CAMERON S ELECTRO DIAGNOSTOSET 
AMERICAN SURGICAL SPEGALTY CO. 


CHICAGO USA 


3 
M 
¥ 


GET ACQUAINTED WITH 


CAMERON’S ELECTRO-DIAGNOSTOSET 


FOR DAILY USE BY GENERAL PRACTITIONER AND SPECIALIST 


Cameron’s Electro-Diagnostoset is convenient to use everywhere—in the patient's 
home, your office or the hospital—any place, any time, always ready. It is a 
combination of electrically lighted instruments furnishing automatic control and 
all the light you want for all orificial examinations, treatments and operations. 
The Electro-Diagnostoset will not flicker and flash out, nor fail to give you light 
when you need it, because bakelite, a permanent insulation not affected by boil- 
ing, is used throughout. All instruments illuminated from standard batteries or 
potential reductor unit which fits any electric light socket. Standard flashlight 
bulbs fit this equipment. Operating cost less than 1-4 of a cent an hour. 
1. The Electro-Tonsilassistant. An auto- Diagnostoscope with an oval opening 8x10 
matic, illuminated mouth-gag for tonsil- mms. Most practical method of illumina- 
lectomy, adenectomy and all oral sur- ting the nares. Can be used for opera- 
gery. Gives complete tongue control with tions in connection with the operating 
lamp in palatal arch gut of field of op- fens. 
eration. Abundant light and plenty of 
room. Both hands free. 6. The Diagnostoscape. With speculum 
removed is a most excellent instrument 
2. The Diagnostolite. A small, cool, for jocation and removal of foreign ob- 
white, sanitary Opalite electric lamp—the jects in the eye. 
surgical searchlight. For all oral exam- 
inations, probing deep abdominal wounds, 7. The Vaginalite. A self-retaining, elec- 
an?’ transillumination of the nares, cornea, trically lighted vaginal speculum free 
maxillary and frontal sinuses, etc. De- from all springs and set-screws, Abuna- 
tachable laryngoscopic mirror for diag- ant evenly diffused ligt with lamp al- 
nosis of the post-nasal region, vocal Ways out of Way of operator for exami- 
cords, tonsils, ete. nation and operation. A_ positive aid in 
uterine hemorrhage, vaginal treatments, 
3. The Right Angle Dentalamp. A con- jamponage, curettage, ete. May be used 
venient and correctly curved lamp for 
transillumination and examination of the 
| posterior teeth. Furnishes light 700 per 8. The Diagnostoscope. Yor all auraj ex- 
cent more intense than ordinary lamps of aminations and operations. Gives clear, 
similar voltage, making it possible to Magnified view of tympanum without 
transilluminate and locate foci of infec- Sadows or reflections. Includes both 
tion by shadows throughout the alveolar 9Perating and diagnostic lenses, one each 
process. 3, 4 and 5 mm. ear specula, and pneu- 
matic bulb for aspiration and massage. 
4. The Antralamp. Specialty designed for Leading Hospitals and Clinics everywhere 
delicate surgery and mastoid transillumi. @r¢ using this safe, sanitary, durable 
nation. Because of its cvolness may be and compact equipment. It lasts a life- 
safely used in the nares, for surgical ex- ae 
cision, for brain surgery, probing of bul- If you have not had the benefit of a 
let wounds, etc. demonstration, prove its value to you in 
your practice by taking advantage of 
5. A Nasal Speculum. Attachable to the the ten-day trial offer below. 


as a modified Sim’s Speculum 


AMERICAN SURGICAL SPECIALTY CO., 6 E. Lake St., Suite 508, CHICAGS, U. S.A. 
intact Mail Your Check and the Coupon Today, While You Think of It_---_-. 
American Surgical Specialty Co., 6 East Lake St., S. 508, Chicago, U. S. A. 

Send me on ten days’ trial, the Electro-Diagnostoset checked below. 
If not entirely satisfactory, I may return set at end of ten days at your expense and my money wilh be inimemacely 


refunded. 
Check to cover is Bend out C. 0: 
----Cameron’s Electro-Diagnostoset with 110 volt Potential Reductor Unit and Battery_--------------------.------- $60.00 
Cameron’s Electro-Diagnostoset with 110 volt Potential Reductor Unit only----.-------------------------------- 57.50 
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, (Express charges prepaid when remittance accompanies order.) P : 
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According to Dr. F. L. Bishop, State Director of the 
Bureau of Rural Sanitation, four counties, Montgom- 
ery, Blount, Roane and Smith, have been entered by 
Dealer in units of the State Board of Health. 
Under the direction of Dr. T. W. Fields and Mrs, 
Lena Wakefield, Public Health Nurse, public health 


SURGICAL INSTRUMENTS & SUPPLIES, work and rural sanitation are progressing rapidly in 


SOUTHERN 


Hurt Bldg. Lobby, Atlanta, Ga. Smith County. 
The Oakville Memorial Sanatorium is expected to be 
A dependable store for the doctor, having ready for occupancy February 1. The initial capacity 
the best of everything and at the right of the hospital will be 110 beds. : : 
A new ward with accommodations for sixty patients 


has been added to the Knoxville General Hospital, this 


price. Try me once. 
to be used for the treatment of United States soldiers. 


Special: Test Right Urinometer, $1.75. , 
Soldiers taken ill in Knoxville or vicinity will be treated 
(Made like the Hydrometer for testing by government staff of physicians at this institution. 
automobile batteries). Others ask $3.00. The East Tennessee Medical Society met at Green- 
ville September 30 and October 1. 
A pathologic laboratory building to cost $75,000 will 


be erected by the University of Tennessee College of 
Medicine near the Memphis General Hospital. 


Deaths 
Re Dr. Thomas J. Walker, Dyersburg, aged 79, died at 
-the Baptist Memorial Hospital August 30. 
Dr. John L. Butterworth, Nashville, aged 51, died 
“A weekly post-graduate course for the busy August 2. alee 
practicing physician.” For 54 years has re- 
ported all that is best in medicine, surgery, TEXAS 
and the specialties throughout the world. Weekly, $5 per 
year. Sample free El Paso, involving the 
WILLIA York. expenditure o ,000, is under construction. 
& ew The United States Public Health Service Hospital, 


Corpus Christi, which was damaged in the storm last 

The estimated cost of the new building of the Bap- 
tist Memorial Sanatorium at Dallas, now under con- 
re O L E N struction, is $800,000. A dispensary to take care of 

three or gtd cer patients daily will be erected as 
a part of the hospital. 
ABDOMINAL SUPPORTERS AND Dr. Anna Bowie, Galveston, while assisting in per- 
BINDERS forming an autopsy on the body of a plague victim 
(patentec) became accidentally infected with bubonic plague, by 
cutting her finger. Hopes are entertained for her re- 
covery. 

FOR MEN. WOMEN AND CHILDREN The city of Dallas bas purchased a new garbage 

equipment at a cost of $98,524.20. 

The State Board of Health is actively engaged in 
malaria control projects at Alto, Athens, Bryan, Cal- 
vert, Cameron, Groveton, Livingston, Hearne, Jackson- 
ville, Rush, Trinity, Navasota and South Groveton. In 
these towns active field operations are under way 
under the direction of a sanitary engineer. Everything 
is being done to avoid mosquito breeding. 

A thorough physical examination once a year for 
every person in Texas, as a step of prevention and ; 
cure of tuberculosis, is advocated by the Texas Public 
Health Association in a pamphlet recently sent to all 
parts of the State. 

Mrs. Addington, field secretary for the Presbyterian 
Orphanage at Albany, which burned recently, will di- 
rect a campaign to raise $100,000 for rebuilding the 
institution. 

Twenty 
Beaumont. 

Dr. O. F. Howe has removed from Kerens to Thorn- 


dale. 


thousand rats a week are being caught in 
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FREE MEMBERSHIPS 

Collections on Commission. Protection 
against delinquents. Engraved Member- 
ship Certificate. Retention of patronage. 
Thousands are already members. Why not 


Special Supporter for Pendulus Abdomen, Ventral and Umbilical you? Universal endorsement. 
Hernias REFERENCES: National Bank of Commerce, Brad- No 
Descriptive literature mailed f po t streets, or publishers of this Journal. x 
iptive literature mailed free upon request. 0. 
SEND FOR LIST BLANKS No, 


BOLEN MFG. CO. Physicians & Surgeons Adjusting Association 
Railway Exchange Bidg., Desk Kansas City, Missouri 
Jacobs Hall Bldg. OMAHA, NEB. (Publishers 1902) 
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THE ORIGINAL 


Is always clean, safe and reliable and protects your infant 
patients against the uncertainty and risks attending the 
summer milk supply which bears such close relation to 


The Preferred infant mortality at all times. 


X-RAY 
Avoid Imitations 


Write for 
Literature 


Samples prepaid upon request 


HORLICK’S MALTED MILK CO. 


RACINE, WIS. 


Sie 


Surgeon 


This knife is designed to eliminate the nui- 
sance and uncertainty of resharpening by 
means of renewable blades, which have the 
sharpest cutting edge attainable. 

A used blade can be instantly changed for a 
new one witha keen edge, at less than the cost 
of resharpening an ordinary scalpel. The sur- 
geon is thus assured of a knife of standard 
sharpness always ready for use. 


Blades in packages containing 6 of one size. Order by size number 
Handles, all sizes, each 
Blades, all sizes, per dozen-_-_---- 
No. 4 Handle Fits Cases, Leather, for 6 to 30 bla sis i tattle 
No. 20, 21 and 22 Ask Your Dealer Fits Nes. 10 and 


— BARD-PARKER CO., Inc., 37 East 28th Street, NEW YORK CITY 11 Blades 
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CLASSIFIED ADVERTISEMENTS 


ASSISTANT PHYSICIAN WANTED—$2400- 
$3600. In a private hospital for mental diseases, 
situated in a Southern state. Must be thoroughly 
capable professionally, energetic and possessed of 
initiative. An attractive salary is offered and a 
worth-while man desired. Either one unmarried, 
or if married, without children. Compensation: 
$2400.00 first year, this to be increased $300.00 
per year to $3600.00 with maintenance. State age, 
school and year of graduation, and information 
concerning special and general qualifications. Ad- 
dress S. V. C., care JOURNAL. 


WANTED-—In several Southern states, sales- 
men for the best selling, most original and least 
competitive series of medical books published. 
Address L. M. W., care JOURNAL. 


POSITION WANTED — Young surgeon de- 
sires position with corporation, or assistantship 
some established physician or surgeon Southern 
city. Graduate Class A‘ school, 31 years age, 
pleasant personality, 3 years’ hospital experience, 
and best of references furnished. Address W. H. 
D., care JOURNAL. 


WANTED—Radiographer of five years’ expe- 
rience in radiography and x-ray therapy wishes a 
location, either on salary, assistant, partnership, 
or will buy a good location. Had charge of large 
base hospital laboratory during the last war. 
Will gladly furnish references as to ability and 
character. H. L. J., care JOURNAL. 


APPLICATIONS are desired from physicians 
for position as doctor aboard steamship. Salary 
and fees and agreeable position. Users of alcohol 
and narcotics need not apply. Give age, college 
and date of graduation. Any state license suf- 
ficient. Address N. R. O., care JOURNAL. 


GUINEA PIGS—LABORATORY PURPOSES. 
Strong, healthy stock, nice condition, 8 to 10 ounce 
$1.00, 12 to 14 ounce $1.25, 16 ounce and up $1.50. 
Nice breeding sows $1.50 each account change in 
location. Stock limited at this price. E. L. Har- 
ris, 1512 East Main Street, Chattanooga, Tenn. 


FOR SALE—One $250 Max Wocher hospital 
sterilizer; twelve steel bedside tables, white en- 
ameled; one large and one small instrument table. 
All used about one month and as good as new. 
Will sell at 25 % discount f. o. b. Lakeland, Fla. 
Wire or write Piedmont Hospital, Lakeland, Fla. 


FOR SALE—Wappler 4 K. W. Transformer in 
first-class condition. Write for particulars to R. 
L. Harris, M.D., Professional Building, Jackson- 
ville, Fla. 
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(Continued from page 48) 


Dr. Oscar Davis, Anderson, has been appointed 
State Health Officer of Texas, to succeed Dr. C. W. 
Goddard, resigned, to accept the position of Resident 
Physician of the University of Texas, Galveston. 

The Jewish people of Dallas are raising a fund of 


$1,000,000 for the erection of a hospital. 


The Central Baptist Sanitarium, at Waco, has been 
opened, It is a five-story building and was constructed 
at a cost of $275,000. 

The Sisters of the Incarnate Word, Fort Worth, in 
the near future will construct a five-story hospital at a 
cost of $400,000, as an addition to St. Joseph’s Hospital. 

A new four-story hospital and free clinic, to be called 
the Physicians and Surgeons Hospital, will be erected 
in Fort Worth at a cost of $30,000. The hospital will 
accommodate 200 patients. 

The campaign for $110,000 to be used for the con- 


' struction of the Methodist Hospital in Houston, re- 


sulted in a subscription of $75,000 during the first week, 


Deaths 


Dr. S. T. Fraser, Baird, aged 38, died at Brownwood 
August 11, after a long illness. 

Dr. George 8S. Ellis, Sherman, aged 63, died in Fay- 
etteville, Ark., September 2 from acute gastritis. 

Dr. Mason L. Weems, Brazoria, aged 59, died Au- 


Dr. E. M. Wiggs, Forth Worth, was recently killed 
when a horse kicked him. 

Dr. J. W. Cole, Southmayd, aged 61, died August 17. 

Dr. James W. Albert, Childress, aged 68, died Au- 
gust 17, from nephritis. 

Dr. John Eichmann, Brenham, aged 58, died July 15 
from diabetic gangrene. 

Dr. John W. Howell, Bryan, aged 72, died in a hos- 
pital in Galveston, August 6. 

Dr. Thomas J. Washam, Millsay, aged 41, died Au- 


Dr. L. A. Linsey, Whitt, aged 56, died August 19. 

Dr. Wm. A. Watkins, Kemp, aged 71, died in June. 

Dr. H. B. Williams, Kaufman, aged 67, died at his 
home early in May. 

Dr. C. C. Quillian, San Antonio, aged 61, died at his 
home June 18, 


VIRGINIA 


Dr. Margaret Morris Hoskins, formerly of the Uni- 
versity of Minnesota, has been appointed a member of 
the medical faculty of the Medical College of Virginia. 

Major James H. Dooley has given an additional sum 
of $11,006 to the Dooley Hospital, Richmond, which 
makes a total of $51,000. 

Dr. C. M. Berkeley, Danville, has been appointed 
Assistant Health Officer, and will specialize in labora- 
tory work. 

Mr. W.. Goff Pingley has been appointed Assistant 
Health Inspector of Winchester, who temporarily takes 
the place of Mr. J. Robert Doran, inspector, who has 
been ill for some time. 

(Continued on page 52) 


Distributors to the Medical Profession 


Neosalvarsan 


METZ 


Dosage 1, 0.15 gram, $0.75 per ampule 


104%, Discount on Ten Tubes or More 


THE PRESCRIPTION SHOP 


JOLIET, ILL. 
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which offers the greater comfort in walking—hard, non-yielding heels 
of leather, or those of soft, resilient rubber. The next time you buy 

‘a pair of shoes, wear them a day or so with their usual leather heels. 
Then have your cobbler put on a pair of 


O’Sullivan’s Heels 


and critically note, not only the difference in the impact in walking 
and the marked reduction in the jar, but the very gratifying 
decrease in nerve tire and fatigue at the end of the day. 

The many physicians who wear O’Sullivan’s Heels tell in no 
uncertain way what their experience has been. 


O’SULLIVAN RUBBER CO., Inc. 
New York City 


THE TELESCOPE BRACKET 


RANGE OF ADJUSTMENT, CONVENIENCE, DURABILITY 


Unlimited movement up 
down or laterally, flat 
against wall when notin use. 
Telescopes 13 to 24 inches. 
Guaranteed not to get loose 
or “wabbly.” Lasts a life- 
ime. Send for circular. 


520 Fifth Ave., New York 


HEMOGLOBINOMETER 


FOR THE EXAMINATION OF UNDILUTED BLOOD 
Most accurate Hemoglobinometer in existence 
Employed by The Mayo Clinic. 
J. S. Public Health Service. 
U. S. Army. 
Battle Creek Sanitarium, etc. 

For sale by leading supp!y houses or mailed direct. 
Candle illumination . $30.00 
Candle and Electric illumination 40.00 

Send for descriptive booklet. 


RIEKER INSTRUMENT COMPANY, Dept. A 


SOLE MANUFACTURERS 
1919-1921 Fairmount Avenue PHILADELPHIA, PA. 
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DOCTOR: Write or Wire 


Ambulatory Pnuematic Splint Mfg. Co. 


ATLAS BLOCK, CHICAGO 


Hip, Thigh or Leg Set. Splints Rented 
Ready to Apply. Your Treatment of 
Patients, In or Out of Bed, Secures Good 
Bone Union, Comfort, Strength and 
Health in the Least Time with the Ambu-, 
latory Pneumatic Splint. 


Specify it and our “Am- 
bumatic’” Washable Ab- 
dominal Supporters. 

Adjustable for uplift or 
Binder, to any part of 
abdomen. Once used al- 
ways prescribed. 

Send for Order Blanks, 
Sample Materials, Litera- 
ture, Prices, etc. 


HIGH POWER 


Electric Centrifuges 


Send for Cat. Cn 


INTERNATIONAL EQUIPMENT CO. 
253 WESTERN AVE. BOSTON, MASS 


1000 PRESCRIPTION BLANKS $2.50 
(Linen finish bond, 100 in pad) 
1000 Professional Cards $4.50 


1000 Noteheads 4.50 
1000 Drug Envelopes 3.00 
1000 Statements 4.50 


1000 ‘‘Actual’”’ Typewritten 5.50 
Prices include parcel post charges 
A few samples free 
A. H. KRAUS 


407-409 Chestnut St. Milwaukee, Wis. 
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(Continued from page 50) 


Dr. I. H. Goldman has been discharged from the 
Medical Corps of the Army and is again located in 
Richmond for the practice of medicine. 

Dr. W. H. Walcott, formerly of Bemis, W. Va., has 
removed to Clinchburg, Va 

Dr. P. G. Hundley, formerly of Pembroke, has re- 
moved to Shenandoah. 

The Dooley Hospital, Richmond, recently 
oe at a cost of $55,000, has been reopened. 

W. H. Carter, formerly of Eggteston, has located 
at Belspring. 

Dr. P. Caton has been County Health 
. Flanagan, re- 


recon- 


Ofticer of Fairfax, succeeding Dr. E. 
signed. 

a F. A. Ward, Disputana, has removed to Rich- 
mond. 

The Nelson County Medical and Surgical Society met 
at Lovingston in July for the purpose of reorganizing. 
Officers were elected as follows: Dr. J. C. Everett, 
Nellys Ford, President; Dr. J. F. Thaxton, Tye River, 
Secretary-Treasurer. 

The Virginia State Medical Association will hold its 
annual meeting at Petersburg October 26-29. 

In order to increase the number of students from 
thirty-six to eighty in the freshman class, the Univer- 
sity of Virginia Medical Department has secured $16,- 
000 from alumni and friends. 

The Association of Physicians have purchased the 
Waverly Apartment, Richmond, for $82,500, and it is 
understood that the building will be converted into a 
hospital. 

Several bids have been received by the Secretary of 


| the Chamber of Commerce of Norfolk for sites for the 
| new United States Public Health Service Hospital. 


Dr. Dell V’.. Des-Portes and Miss Mabel Hurst, both 


| of Roanoke, were married July 21. 


Deaths 
Dr. R. N. Younger, Snow Creek, aged 40, died August 


5, from cerebral hemorrhage. 


Dr. Robert B. Cullers, Bentonville, aged 56, died Au- 
gust 28, from arteriosclerosis. 

Dr. Wm. H. Harrison, Roanoke, aged 75, died Sep- 
tember 2. 

Dr. R. B. Cullers, Bentonville, aged 55, died Au- 


WEST VIRGINIA 
The State Board of Health has warned all pliysi- 

cians and teachers to report all communicable diseases 

in order to prevent epidemics. 

| Dr. G. D. Johnson, Fleming, Ky., has removed .to 

| Jenkins. 

| Dr. C. N. Brown, Elizabeth, has received his dis- 

| charge from service in the United States Army. 

| Dr. W. H. Walcott, Bemis, has removed to Clinch- 

| burg, Va. 

| Dr. G. H. Barksdale, Charleston, and Miss Mildred 


| Mason, Salem, Mass., married September 8. 
ths 
Dr. on A. Cracraft, Wheeling, aged 77, died 


| July 26. 


Price, with one 
general applicator 


$30.00 


Violet Ray High 
Frequency 
Generator | 


TYPE D 


Corner Capitol and Fannin Streets 


Here, Doctor—Violet Ray outfit of real merit. Thousands of them are being used daily by suc- 


cessful physicians throughout this and other countries. 
of rheumatism, neuritis, skin diseases, lumbago and kindred conditions. 


Order me today, doctor 


THE SOUTHERN COIL ELECTRIC COMPANY 


Especially indicated in the treatment 


HOUSTON, TEXAS 
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ANTI RABIC VIRUS---Full Course Treatment. - - - - $25.00 


As improved and made under the personal supervision of Dr. D. L. Harris. (U. S. 
Government License No. 66.) YOU GIVE THE TREATMENT YOURSELF. Sole 
Distributors. Telegraph orders given prompt attention. Write for Booklet. 


WASSERMANN TEST - - = = $5.00 


We do the classical test. Any of the various modifications will be made upon 
request, without additional charge. 
Sterile containers, with needle, gratis upon request. 


EXAMINATION OF PATHOLOGICAL TISSUE - - - $5.00 


Accurate histological descriptions and diagnoses of tissues removed at operation 
should be part of the clinical record of all patients. 


Sterile containers for the collection of all specimens sent gratis upon request. 
Routine laboratory examinations made at reasonable prices. Send for fee list. 


National Pathological Laboratories, Inc. 


CHICAGO ST. LOUIS NEW YORK BROOKLYN 
5 South Wabash Avenue University Club Bldg. 18 East 41st Street Chamber of Commerce Building 
DETROIT: Smith Building 
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KEPT UNDER THE MOST 
IDEAL CONDITIONS 


| | We run a complete refrigeration plant with 
2 day and night service. 


We stock only the recognized standard lines 
MULFORD’S PARKE-DAVIS 
LEDERLE’S 


VAN ANTWERP’S DRUG CORPORATION 
Mobile, Alabama 
VAN ANTWERP BUILDING Order of us---We Market Only§ Reliable Products 
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Illustration of ‘Automatic Closing” Tube No. 34 


FRIES BROS., Manufacturers 92 Reade Street, New York 


’ S Automatic Cut Out 


GENERAL ANAESTHESIA 


With “Graduated Kelene” also as a preliminary to Ether 
When Applied With Our 
GLASS AUTOMATIC SPRAYING TUBES 
does the work quickly, pleasantly and thoroughly 


NO STEAM VALVE IS REQUIRED 
Simply press the lever and the Automatic Sprayer does the rest 


GLASS TUBES ALONE INSURE ABSOLUTE PURITY 
Sole Distributors for the United States and Canada 


MERCK & COMPANY, New York Montreal St. Louis 


Low Alveolar CO>2 Tension 
Low Alkali Reserve 
High Hydrogen-ion Acidity of Blood 


High Hydrogen-ion Acidity of Urine 
Acetone Bodies in the Urine 
Air Hunger 
CALL for ALKALI 
Supply this need and fortify 
your other medication by 
Kalak Water Company prescribing KALAK WATER 
23 City Hall Place, New York for your patient. 


Lever RIB s U R 2 S., q 
MANUFACTURERS & DISTRIBUTORS 4 
OF CHEMICAL PRODUCTS = a 
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SOD 
SAL 


For The Progressive Physician Seeking Improved Clinical Results 


These sterile stable solutions, intended for intravenous injection exclusively, are contained in hermet- 
ically sealed non-soluble glass ampoules. 


Volume and Contents Indications 


IRON AND ARSENIC See Iron Cacodylate, 64 mg. (1 The most positive and prompt method 
grain). of raising blood count and hemo- 
globin contents. Anemias, Malaria, 
Pellagra, Psoriasis, Neurasthenia, 
Syphilis, Skin Diseases, Tuberculo- 
sis, Chlorosis, Pericarditis. 


Il jee Sodium Dime Syphilis, Tropical Fevers. 
grains) Mercury Iodide 
56 mg. (1/12 grain). Also in 1.5 
gin. and .7 gm. doses. 


20ec Sodium lTodide U. S. P. 2 gms. Asthma, Chronic Arthritis, Syphilis, 
SODIUM IODIDE (31 grains). Nephritis, Tuberculosis, Glandular 
involvements, Pneumonia, 


20ce Sodium Salicylate U.S.P. 1 
SALICYLATE AND IODIDE gm. (15 grains); Sodium Iodide U. and 
S.P., 1 gm. (15 grains). : 


Sodium Salicylate U.S.P. 1 \ronsillitis, all Streptococci infections, 


SODIUM SALICYLATE acute Arthritis, ete, 


5ce Mercury Bichloride, 16 mgs. Syphilis, Erysipelas, Influenza, Gon- 


MERCURY BICHLORIDE (1/4 grain). : orrheal Rheumatism. 


Syphilis, etc. 


QUININ dee Quinine Dihydrochloride U.S.P. Malaria, etc. 
U.S.P. Urotropin 


hee Hexymethyl, Pyelitis, Cystitis, Colon infections, 
HEXAMETHYLENAMINE Formin, 1.5 gm. (24 grains). 


Toxemias of Tuberculosis, Pelvic in- 


TECHNIC: Do not dilute this solution. Break ampoule, draw into all-glass syringe and attach a 23 
to 25 gauge needle. Use tourniquet or have patient grasp the arm with his free hand until the veins 
at the bend of the elbow stand out prominently; run the needle into the vein quickly. Blood usually 
comes back into syringe back of needle or can be drawn back to be certain that needle is in the vein; 
release pressure, then inject slowly. - 

Send for complete list of Intravenous Solutions, Reprints and Clinical data. 


NEW YORK INTRAVENOUS LABORATORY 


100 West 21st St. New York City 
Producing ethical solutions for the Medical Profession exclusively. 


fections, Pneumonia, Meningitis, etc. - 


INTRAVENOUS SOLUTIONS 


Adrenalin im 


2—Treatment of the Paroxysm of Asthma 


HE fact that Adrenalin 
T promptly relieves the par- 

oxysm of bronchial asthma 
has been demonstrated in thou- 
sands of cases. Explanation of 
its mode of action, however, must 
be couched in the language of 
probability and speculation, be- 
cause the pathogenesis of the 
disease is the subject of an ever- 
increasing number of theories and 
much controversy. 

Among the more reasonable and 
credible of these theories are: 
1, Anaphylactic manifestations in 
the bronchial mucosa from bac- 
terial protein sensitization; 2, The 
same condition produced by sen- 
sitization to food proteins (al- 
lergy), pollens of plants and 
animal emanations; 3, Reflex 
vagus irritation of the bronchial 
mucosa from peripheral afferent 
impulses originating along the 
course of distribution of this 
nerve, 

It is not unlikely that every 
case of bronchial asthma can be 
explained by one of these theories, 
and that, indeed, in some of the 
cases more than one of these fac- 
tors are underlying. Regardless 
of the theory or theories appli- 
cable to any given case, the im- 
mediate mechanical cause of the 
distressing paroxysm is 
a sudden spasmodic ste- 
nosis of the bronchioles. 
The action of Adrenalin 


alin (equal parts) en- 
hances and prolongs the 
eR? action of the latter. 


is to relieve this stenosis. Whether 
the dilator muscles of the strait- 
ened tubules are stimulated or the 
circular constrictor muscles are 
temporarily paralyzed by Adrena- 
lin to bring about this change in 
the calibre of the bronchioles 
cannot be definitely stated. It is 
interesting to note in connection 
with the protein sensitization 
theory that anaphylactic phe- 
nomena elsewhere in the body 
are often favorably influenced 
by Adrenalin—especially in re- 
spect to the skin manifestation, 
urticaria. 

Adrenalin is the best emergency 
remedy for the treatment of the 
asthmatic paroxysm at the com- 
mand of the physician. Two to 
ten minims of Adrenalin (1:1000) 
are given subcutaneously, or 
preferably intramuscularly. Fre- 
quently only five or ten seconds 
elapse after the injection when 
partial alleviation of the dyspnoea 
is noticed. In a few minutes 
relief is complete. Adrenalin 
acts quickly or not at all. In 
those few cases in which no 
favorable effect becomes apparent 
after the first injection this medi- 
cation should not be pushed. 
Some practitioners have noted 
that the injection of Pituitrin in 

combination with Adren- 
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